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O MANY PHYSICIANS, congenital heart 
disease in clinical practice is still a dis- 
order of infants and children. Often the 
physician assumes that, in an individual 
who has enjoyed reasonably good health through 
adolescence and then shows signs of organic heart 
disease in adult life, the etiological basis must be 
an acquired form of heart disease. 

During recent years, accurately established 
diagnoses in congenital heart disease have made it 
possible, increasingly, to delineate the clinical 
course and the diagnostic features of those congeni- 
tal anomalies compatible with growth and develop- 
ment into adulthood. As a result of these advances 
in diagnostic procedures, it is beginning to be ap- 
preciated that congenital heart disease may be 
much more important in the etiology of heart 
disease in adults than was formerly recognized. 

During the past few years, we, like others in 
adult cardiovascular clinics, have found it manda- 
‘tory to become familiar with the clinical course 
and skilled in the accurate diagnosis of congenital 
heart disease in adults. On occasion we have been 
surprised, and to some degree embarrassed, to find 
that a clinical diagnosis of “probable rheumatic 
heart disease” with mitral insufficiency in patients 
under treatment for years in our cardiac clinic has, 
on further study, proved otherwise. Careful re- 
evaluation of roentgenograms of the chest, cardiac 
catheterization, and angiocardiography in some of 
these patients has demonstrated a congenital eti- 


That congenital cardiovascular anomalies 
must be considered as possible causes of 
various symptoms developing during adult 
life is demonstrated by the detection of 29 
cases of this sort within five years in a small 
adult cardiac clinic. The roentgenographic 
configuration of the heart and great vessels 
was often the first clue; data obtained by 
catheterizing the heart via either the ante- 
cubital or the saphenous vein were generally 
decisive. Left-to-right shunt anomalies were 
the commonest type in this group of 29. 
Nine of the lesions were interatrial septal 
defects, and detailed findings are given for 
these cases, all of which occurred in women. 
This experience showed that congenital heart 
disease which has escaped recognition in 
childhood may become significant in later 
life. In most instances the defect was of a 
type that is now curable by surgery. 


ology as the cause of the heart disease. In most of 
these cases, the congenital lesion has been shown 
to be correctable by surgical therapy. 

Certain of the congenital cardiovascular anoma- 
lies, such as patent ductus arteriosus, coarctation 
of the aorta, and isolated pulmonic stenosis, have 
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quite characteristic physical signs which are readily 
detected on physical examination. The above 
anomalies with characteristic physical signs were 
not common in the population of our adult cardiac 
clinic. We have reviewed the results of the regular 
clinical procedures initially employed in the study 
of these cases in our clinic, including auscultation, 
clinical history, and roentgenograms. We found 
that the roentgenographic configuration of the 
heart and great vessels provides the most frequent 
authentic signs of congenital cardiovascular disease 
in the adult. 


Tisie 1.—Congenital Heart Disease in Adults in a Small 
Cardiac Clinic 


Age No. of 
Range, ——— 
Congenital Anomaly Yr. Males Females 

24-31 0 3 
Arteriovenous fistula-subelavian 1............. 31 0 1 
Anomalous pulmonary venous drainage....... 23-29 1 1 
Interventricular septal defect (isolated)....... 22-24 1 1 
Pulmonary stenosis and infundibular stenosis. 16-18 1 1 


Pulmonary valvular stenosis with 


persistent left supericr vena cava............ 25 1 0 
Pulmonary valvular stenosis with 

26 1 0 
Persistent left superior vena cava*............. 25-59 2 2 
Biseuspid aortic valve with 

bacterial endocarditis. 0 1 
Vascular malformations of brain.............. 36-49 1 1 


* Two isolated cases, one of pulmonie stenosis and one of interatrial 
septal defect. 


We have come to appreciate the fact that the 
radiologist is in a strategic position to assist in the 
detection of the congenital cardiovascular lesion in 
the adult. The report of the radiologist, indicating 
suspicious congenital cardiovascular configuration, 
may be the initial clue to an accurate diagnosis of 
congenital heart disease. This paper reports our ex- 
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with interatrial septal defects in whom severe pul- 
monary hypertension had developed, resulting in 
reversal of flow and right-to-left shunt), (2) no 
congenital cardiovascular anomalies resulting in 
shunting of venous blood into the arterial circula- 
tion, (3) 10 congenital cardiovascular anomalies 
in which there was no abnormal shunting of blood, 
and (4) 3 miscellaneous anomalies (one bicuspid 
aortic valve, revealed at autopsy, and two cases of 
vascular malformations of the brain, revealed by 
cerebral arteriograms ). 


Lesions Resulting in Shunting of Blood into 
Right Side of Heart 


Interatrial Septal Defect.—The most common 
cardiovascular anomaly which we have encoun- 
tered in adult subjects is the interatrial septal de- 
fect (table 1). Eight of the 27 patients with 
congenital cardiovascular anomalies seen in our 
adult cardiac clinic group had interatrial septal 
defects. All eight of the patients with interatrial 
septal defects were women. Six of these women 
had been through normal labor and had had two 
to four children each. The hemodynamic data for 
these female patients are recorded in table 2. 


Case 1.—A 23-year-old woman, gravida 0, had been in 
attendance in the outpatient clinic for the preceding eight 
years. The initial admission, in 1945, was because of pneu- 
monitis of the base of the right lung. The patient developed 
more extensive pulmonary lesions in 1946 along with lymph- 
adenopathy, after which a diagnosis of sarcoidosis was estab- 
lished. The history indicated that she had had unusual fatigue 
as a child. In 1947, the x-ray of the chest showed some 
cardiomegaly, but no cardiac symptoms were recorded. In all 
these examinations, a grade 2 or grade 3 apical systolic mur- 
mur and accentuated pulmonic second sound were noted. 
The history was negative for rheumatic fever. In addition to 
having sarcoidosis, the patient was thought to have rheumatic 
heart disease and mitral insufficiency. 


TaBLeE 2.—Clinical and Hemodynamic Observations in Eight Adult Female Patients with Interatrial Septal Defect 


Oxygen Saturation, % 


Inferior 
Normal or 
Chil- Superior Right Pulmo- 
Age, dren, Right Ven- nary Left 
Case No. Yr. No. Cava aAuriele trie Artery Auricle A 
23 0 72 tad | aS 
42 2 61 3 65 96 
69 2 65 77 90 


Resis- 
a Blood Pressure, tance, 
Mm. Hg Dynes/ Blood Flow, Liters/ Min. 


emo- 
Sys- globin, Right Pulmo- Pulmo- Sys- Pulmo- Left to’ Right 
temic Gm./ Ven- nary nary 
rteries 100 Ce. tricle Artery Artery Arteries Artery Shunt Shunt 


temic nary Right to Left 


95 13.5 25/0 24/13 141 3.76 9.51 5.75 
96 12.2 24/3 20/6 60 4.33 13.37 9.04 
sO) 11.1 87/1 92/33 SAS 3.92 1.84 0 2.08 
13 86/12 9/34 765 8.61 6.27 2.34 
96 12 110 5.77 28.1 17.3 
9 23/11 23/4 63 8.87 15.06 6.19 

& 11.6 86/11 M33 341 4.26 11.24 7.60 0.846 


perience with congenital cardiovascular disease in 
adults in a small cardiac clinic, with particular 
reference to frequency of occurrence and types of 
congenital cardiovascular anomalies. 

During the past five years, the following con- 
genital cardiovascular lesions have been discovered 
among routine admissions to our adult cardiac 
clinic: (1) 14 congenital cardiovascular anomalies 
resulting in shunting of arterialized blood into the 
right side of the heart (including 2 in older women 


The patient was next seen in 1953 because of an enlarged 
supraclavicular lymph node. The grade 3 apical systolic 
murmur was still present. The electrocardiogram showed a 
right axis deviation with an RSR’-QRS complex in lead V,, 
typical of the right ventricular diastolic overload pattern. 
Congenital heart disease was suspected, and, for that reason, 
cardiac catheterization was done. 

The catheterization studies demonstrated evidence of an 
interatrial septal defect with left-to-right shunt. It was possi- 
ble to pass the catheter into the left auricle and into the 
pulmonary veins on both the left and right sides (fig. 1). 
During cardiac surgery, an isolated interatrial septal defect 
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was demonstrated and closed without difficulty. The case is 
an excellent illustration of the lack of specificity of physical 
signs in adults with interatrial septal defect. 


Case 2.—The second case is of interest from several points 
of view. The patient had had four successful deliveries of 
normal infants without cardiac disability; a sister and a 
brother died of sudden heart attacks at ages 18 and 21 years 
respectively; the patient’s cardiac abnormality was first dis- 
covered radiologically during a mass x-ray survey. The signs 
on physical examination were not distinctive. There was a 
grade 1 systolic murmur in the pulmonic area with an ac- 
centuated and split pulmonic second sound. The heart was 
hyperdynamic, especially over the right ventricle. 

The x-ray configuration of the heart was of interest in that 
there was no cardiomegaly, but the left cardiac border in 
the region of the main-stem pulmonary artery had lost its 
concavity (tig. 2). The left cardiac border did not show the 
convex bulging commonly seen in large left-to-right shunts. 
Figure 3 shows the cardiac configuration at the end of the 
fourth pregnancy, in 1954. Surgery, under anesthesia by 


Fig. 1.—Catheter passed through inferior vena cava, seen 
extending through interatrial septal defect into a left pul- 
monary vein in patient in case 1. 


refrigeration, with complete repair of the septal defect, was 
done in 1955, Figure 4 shows the cardiac configuration 12 
months after repair of the interatrial septal defect. 
Patients with interatrial septal defect belong to 
the “potentially cyanotic” (cyanosis tardive) group. 
Three of the eight patients had reached this stage. 
Case 3 is an excellent example (table 2). The 
cardiac configuration by x-ray was typical as seen 
in left-to-right intracardiac shunts, and the long- 
standing history of cardiac abnormality since child- 
hood is compatible with congenital heart disease. 
These cases of interatrial septal defect after re- 
versal of fow has occurred are difficult to diagnose 
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by catheterization of the right side of the heart, 
since the oxygen content of the right auricle will 
no longer show arterialization. In such instances, 
one can be certain of the diagnosis if, the catheter 


Fig. 2.—Posteroanterior x-ray of chest of patient in case 2 
showing prominence of pulmonary artery segments and 
straight left cardiac border. 


can be passed through the septal defect into the 
left auricle and pulmonary veins and if, at the same 
time, one demonstrates significant systemic arterial 
oxygen unsaturation. Our studies on this patient 


Fig. 3.—X-ray of patient in case 2 immediately after 
pregnancy. Heart definitely enlarged, with bulging along 
upper left cardiac border and prominent pulmonary artery 
segments on both sides. 


fulfilled these criteria. In most of our patients with 
interatrial septal defect, we have been able to pass 
the catheter through the defect into the left auricle. 
We have found that this maneuver is much more 
readily successful in adults if the catheterization is 
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done through the inferior vena cava via the saphe- 
nous vein rather than through the superior vena 
cava via the antecubital vein (fig. 5). 

Some of the significant data on the remainder of 
the eight patients with interatrial septal defect of 
this study are listed in table 2. Several features 
should be emphasized in this group: All of our pa- 
tients were women; the oldest patient is now aged 
75; five of these patients have had two or more 


Fig. 4.—X-ray of patient in case 2 one year after repair of 
interatrial septal defect. 


successful childbirths without clinical aggravation 
of the cardiac status; and, finally, this isolated lesion 
in the adult seems remarkably well tolerated. 
Isolated High Interventricular Septal Defect.— 
Other types of left-to-right shunts encountered in 
our patients were isolated high interventricular 
septal defect, anomalous pulmonary vein drainage, 
and congenital fistula between artery and vein. In 
the first two, the x-ray configuration of the heart 
and pulmonary vessels may give the most dis- 
tinctive clue of the “left-to-right shunt” diagnosis. 


Case 9.—This study includes one patient, a 24-year-old 
man, who had a high interventricular septal defect (Eisen- 
menger’s complex ). He was known to our cardiac clinic from 
1940 through 1946, during which time he was considered to 
have rheumatic heart disease. The developmental history in 
this patient indicated cardiorespiratory difficulty at three 
months of age. It was noted that the patient cried excessively, 
regurgitated milk, and had some pulmonary findings which 
led his local physician to a diagnosis of “asthma.” The 
patient did, however, appear to develop normally. The 
mother noted that the child, at the age of 5 to 7 years, was 
unable to run and play actively as other children but would 
always stop and rest in the midst of active play. From about 
age 10 to 22, the patient noted ease of fatigue, shortness of 
breath on exertion, occasional precordial pain, and occasional 
dizziness. 

In September, 1954, while patient was attending a large 
midwestern college, he developed a “severe chest cold.” An 
x-ray was taken, and the patient was advised to withdraw 
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from school because of “pulmonary tuberculosis.” He then 
returned to Washington and came to the cardiac clinic again 
after eight years’ absence. Immediately, after a review of a 
current and previous x-ray film of the chest had been made, 
congenital heart disease with left-to-right shunt was sus- 
pected. It was thought that the most likely diagnosis was an 
interatrial septal defect. 

The clinical examination demonstrated the patient to be 
well developed and well nourished. His blood pressure was 
105/55 mm. Hg. His heart rate was 82 per minute with 
normal rhythm. The apex beat was diffuse and located at the 
anterior axillary line, sixth interspace. The second pulmonary 
sound was accentuated. There was a grade 3 systolic murmur 
over the entire precordium that was loudest toward the apex. 
The electrocardiogram showed signs of left ventricular hyper- 
trophy and evidence of myocardial damage. The arm-to- 
tongue circulation time was 11 seconds. The hemoglobin 
level was 12 Gm. per 100 cc. and hematocrit reading 37%. 
X-ray examination of the chest showed advanced cardio- 
megaly, prominent pulmonary arteries, and a small aortic 
knob (fig. 6). Catheterization of the right side of the heart 
was performed on two separate occasions. The data obtained 
are listed in table 3. 

An attempt was made to exclude the possibility of aortico- 
pulmonary septal defect by a study of the pressures and 
blood gases as obtained by retrograde passage of a poly- 


Fig. 5.—Catheter passed through veins into right arm of 
patient in case 3 could not be made to enter interatrial septal 


defect. Catheter shows in right ventricle and pulmonary 
artery. 


ethylene catheter via the femoral artery into the aortic arch. 
This maneuver successfully excluded the possibility in that 
we were able to pass the catheter from the aorta into the 
pulmonary artery but only after the catheter had passed from 
an aortic pressure area of 102/56 mm, Hg through a low 
diastolic pressure area of 102/5 mm. Hg. From all data col- 
lected on this patient, a diagnosis of high interventricular 
septal defect with left to right shunt was established. 
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Anomalous Pulmonary Venous Drainage.—Pul- 
monary veins, instead of draining into the left 
atrium, may have an anomalous entrance into the 
right atrium or into one of the many systemic veins. 
This anomalous pulmonary venous drainage may be 
total, in which all the pulmonary veins enter the 
systemic venous circulation. In some _ instances, 
there is a complex congenital anomaly including 
interatrial septal defect or patent ductus arteriosus. 
On the other hand, anomalous pulmonary venous 
drainage may be partial in which one or more pul- 
monary veins drain into the systemic venous cir- 
culation. In this latter group there may be few, 
if any, symptoms. Two cases of partial anomalous 
pulmonary venous drainage in adults were en- 
countered in this study. 


Case 10.—The first patient with partial anomalous pul- 
monary venous drainage was a 24-year-old woman, gravida 
3. She complained of persistent tiredness and occasional 
dizziness, Her family history was of interest in that a younger 
brother with frequent respiratory infection had been demon- 
strated to have a congenital pulmonary anomaly consisting of 
absence of the middle and lower lobes of the right lung. The 
posteroanterior chest film demonstrated pulmonary vascular 
markings suggestive of anomalous pulmonary vein drainage. 
This was confirmed by an angiocardiogram. Venous cathe- 
terization demonstrated arterialization of venous blood in the 
inferior vena cava at the level of the diaphragm. The oxygen 
saturation in the systemic veins and brachial artery was as 
follows: superior vena cava, 66% ; inferior vena cava ( below 
diaphragm), 76%; inferior vena cava (entrance to right 
auricle ), 83%; high in the right auricle, 68%; hepatic vein, 
68% ; and brachial artery, 98%. 


The second patient with partial anomalous pul- 
monary venous drainage was found to have an un- 
suspected drainage of the left upper lobe into the 
left innominate vein. This was demonstrated by 
retrograde filling during standard angiocardiog- 
raphy but only during forced expiration. 


TABLE 3.—Data After Catheterization of Right Side of Heart 
in Patient with Isolated High Interventricular Defect (Case 9) 


Blood Oxygen Blood Pres- Blood Flow, 
Saturation, % sure,Mm. Liters/ Min. 


Superior vena cava....... 60 7 
60 6 
Right ventricle (low)...... 60 116/15 
Right ventricle (high)..... 60 116/15 re 
Pulmonary artery......... M4 115/43 9.97 
Systemic arteries.......... 90 116/72 5.26 
Intracardiac 

shunt (arteriovenous)... 5.50 
Intracardiac 

shunt (venoarterial).... 0.96 


Patent Ductus Arteriosus.—Three cases of patent 
ductus arteriosus, all in females, were found in the 
study. One patient was admitted with bacterial 
endocarditis. She was operated on elsewhere and 
has made a complete recovery. The other two pa- 
tients are asymptomatic and have refused surgical 
therapy. 

Congenital Arteriovenous Fistula—One patient 
in this study was demonstrated to have an arterio- 
venous fistula between the left subclavian artery and 
vein. The history was negative for trauma or other 
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etiological factors which might have produced an 
acquired lesion. The location and character of the 
murmur suggested patent ductus arteriosus. This 
case has been reported in detail elsewhere.’ 


Fig. 6.—Cardiomegaly, prominent pulmonary artery seg- 
ments bilaterally, and small aortic knob in high interventricu- 
lar septal defect of patient in case 9. 


Patients With Congenital Cardiovascular 
Anomalies Without Abnormal Blood Shunts 


Persistent Left Superior Vena Cava.—Persistent 
left superior vena cava has been surprisingly fre- 
quent in the cases reported in this study, Four 
cases were found. Two of these cases were asso- 
ciated with other major anomalies. In case 5 (table 
2), reported in detail elsewhere,’ the patient had a 
large interatrial septal defect. Another case was that 
of a male with pulmonary valvular stenosis. In the 
other cases, the persistent left superior vena cava 
was an isolated congenital anomaly. One of these 
was quite spectacular in that the persistent left 
superior vena cava did not drain into the coronary 
sinus as usual but descended below the diaphragm 
and drained into the left iliac vein. The arm-to- 
tongue circulation time on this patient was 30 sec- 
onds when the left antecubital vein was used and 
only 15 seconds when the right was used. 

Congenital Vascular Malformations of the Brain. 
—When one speaks of congenital cardiovascular 
anomalies, it seems to be generally understood that 
only the heart and great vessels are envisioned. It 
is important, since congenital cardiovascular anom- 
alies may involve vascular structures in any part 
of the body, that our thinking embrace the total 
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cardiovascular system, For this reason, two cases of 
congenital vascular malformations of the brain are 
presented. 

Several miliary aneurysms have been demon- 
strated in our laboratory during the course of this 
study but are not included here. We are presenting 
the cases of two patients with large symptomatic 
arteriovenous communications in the brain demon- 
strated by cerebral arteriography. Both of these pa- 
tients have been successfully operated on. 

The first patient was a 42-year-old woman (fig. 
7) who had irregular episodes of “blackouts” dating 
back to age 18. In June, 1956, after a two-year free 
period, she experienced her first convulsive seizure 
with temporary loss of consciousness. The second 
patient was a man, aged 32, who had a long history 
of headaches. On the day of admission he found 
himself on the floor with thick speech and hemi- 


Fig. 7.—Cerebral arteriogram, left lateral view, showing 
arteriovenous aneurysm in parietal lobe. 


paresis on the left. The congenital vascular anomaly 
of the brain was well demonstrated by cerebral 
arteriogram. 

Bicuspid Aortic Valve with Bacterial Endocar- 
ditis.—Several congenital malformations have been 
discovered from our medical service at postmortem 
examination. Most of these patients had not been 
under study previously in our clinic. One patient 
from the autopsy group is included who had been 
under study. This patient, with bacterial endocar- 
ditis, was demonstrated to have a bicuspid aortic 
valve. Bacterial infection of bicuspid aortic valves 
is not uncommon. 

Comment 

That the incidence of recognized congenital heart 
disease has increased appears generally accepted. 
White,’ comparing similar clinical material in 1925 
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and 1950, noted a sevenfold increase in congenital 
heart disease in the New England area. In a study 
by Hutcheson and others,’ reported from a clinic 
in the southern United States, a tenfold increase 
of congenital heart disease is noted in their study 
of etiological types of heart disease. 

It is not unexpected that in large medical centers, 
well-known for surgical therapy of congenital heart 
disease, increasing numbers of patients with con- 
genital cardiovascular disease are being admitted 
for study and surgical therapy. Data concerning the 
general incidence of congenital cardiovascular dis- 
ease from such centers may well be weighted in 
favor of the incidence of congenital anomalies. 

Our study appears to have two significant fea- 
tures. It comes from a small hospital with a mod- 
erate-sized hospital population—60 beds in the 
department of internal medicine and an average of 
100 patients registered in the outpatient cardiac 
clinic, and it deals exclusively with adults. We, 
like many other physicians, had formerly considered 
congenital heart disease in clinical practice essen- 
tially a disorder of infants and children. As a result 
of the experience herein reported, we believe that 
the cardiovascular division in a general medical 
service should be as alert as the pediatric service 
to the possibility of congenital cardiovascular dis- 
ease in the etiological diagnosis of heart disease. 

The importance of the radiologist in making the 
initial diagnosis of congenital cardiovascular dis- 
ease in adults seems not to have been fully appre- 
ciated, Radiological signs of anomalies are often 
present on routine diagnostic rcentgenograms of the 
chest. If he is sufficiently alert to the particular 
features of the configuration of the heart, the radi- 
ologist will suspect the possibility of a congenital 
cardiovascular lesion. His report to the referring 
physician in suspect cases, accordingly, should carry 
his recommendation for a complete cardiovascular 
evaluation of such nature as to delineate congenital 
anomaly. In adults with long-standing cyanotic 
heart disease or with congenital anomalies pro- 
ducing characteristic signs such as are seen in pul- 
monic stenosis, patent ductus arteriosus, and 
coarctation, the diagnosis of congenital cardiovas- 
cular disease should be readily suspected if it has 
not been determined previously from a_ careful 
physical examination. 

The majority of the patients in our study had 
left-to-right shunt anomalies with murmurs which 
were not pathognomonic of congenital anomaly. 
The typical record in these cases indicated the 
presence of a grade 2 or 3 systolic murmur either 
at the base or apex, negative history for clinical 
rheumatic fever, moderate cardiomegaly, and, with 
occasional exceptions, no history of frank episodes 
of heart failure. The clinical diagnosis previously 
made was rheumatic heart disease with mitral in- 
sufficiency. In these patients the configuration of 
the heart and great vessels caused us, for the first 
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time, to suspect congenital anomaly as the etiolog- 
ical type of heart disease. For the “new cardiac,” it 
is desirable that the cardiovascular staff utilize the 
opportunity to review the chest x-rays in confer- 
ence with the radiologist. Many congenital cardio- 
vascular anomalies will be discovered, or at least 
suspected, in these conferences. 

It should be pointed out that in the left-to-right 
shunt anomalies in adults, with their lack of path- 
ognomonic murmurs, the electrocardiogram may be 
of great value. The use of the diastolic overload 
pattern of the right ventricle as described by Sodi- 
Pallares and Marsico,’ in conjunction with the clin- 
ical findings, is particularly important. 

The high incidence of women in this group of pa- 
tients was unexpected. In Abbott’s® series, the sex 
ratio was, females to males, 1:1.2. Females pre- 
dominate in some series of individual lesions—no- 
tably, interatrial septal defect, where the ratio of 
females to males is 4:1 (Bedford and associates’ ), 
and patent ductus where it is 2.3:1 (Gross *). 


Summary 


Twenty-seven cases of congenital cardiovascular 
lesions were discovered on routine admission to a 
small adult cardiac clinic during the past five years. 
Although the number of cases is small, it is signifi- 
cant in that the types of congenital anomalies 
represented are now, in most instances, curable by 
cardiovascular surgery. These studies emphasize 
the importance of becoming familiar with tech- 
niques for making an accurate diagnosis of con- 
genital heart lesions and indicate that congenital 
heart disease may be far more important as a basis 
of heart diseases in adults than was formerly recog- 
nized, 

Of the regular clinical diagnostic procedures usu- 
ally employed in a cardiac clinic, the roentgen- 
ographic configuration of the heart and great vessels 
was of particular importance in those cases where 
the clinical diagnosis was obscure. Accordingly, the 
strategic position of the radiologist in the detection 
of cardiovascular lesions is evident. His alertness in 
recognizing possible congenital cardiovascular le- 
sions on the basis of the configuration of the heart 
and great vessels, as seen in routine posteroanterior 
chest roentgenograms, may be the initial clue to an 
accurate diagnosis of congenital heart disease. Left- 
to-right shunt anomalies were the commonest type 
of lesion seen in this group of 27 patients. Eight of 
the lesions were interatrial septal defects—all in 
women. 


Addendum 


Since this paper was submitted for publication, 
two additional types of major congenital cardiac 
anomalies have been encountered in our clinic. 
It was noted that all eight cases of interatrial septal 
defects in our original series were in women. Our 
first case in a man was recently studied. He is a 
42-year-old robust laborer with a history of short- 
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ness of breath as a child but no history of cyanosis. 
During his adulthood he had very little shortness 
of breath until about one year before admission, 
when shortness of breath became more distinct but 
not sufficient to incapacitate him from work as a 
laborer. The cardiac surface area was 196% normal. 
During catheterization of the right side of the 
heart, the oxygen saturation in the superior vena 
cava, right auricle, right ventricle, pulmonary artery, 
left ventricle, and brachial artery was 60, 82, 90, 90, 
96, and 95% respectively. The corresponding pres- 
sures were 10, 11, 43/11, 40/25 and 124/11 and 
124/76 mm. Hg. The catheter entered the left ven- 
tricle so persistently that it was difficult to guide it 
from the right ventricle into the pulmonary artery. 
These data were interpreted to indicate a probable 
diagnosis of persistent common atrioventricular 
canal (partial form). 

At operation in September, 1957, the patient was 
found to have a large interatrial defect (ostium 
primum defect), a cleft mitral valve with a forceful 
regurgitant jet, and a very small defect in the ven- 
tricular septum. The cleft mitral valve was closed 
by direct suture and the septum primum defect 
with a nonabsorbable polyvinyl sponge (Ivalon ) 
prosthesis. This case is an excellent example of a 
major congenital cardiac anomaly compatible with 
excellent physical development, good cardiac func- 
tion even with hard work, and vet with the onset 
of significant cardiac symptoms only after age 40 
vears. 

The other cardiac anomaly recently seen in our 
clinic was our first case of cyanotic congenital heart 
anomaly in an adult. The patient is a 40-year-old 
housewife with a history of cyanosis since birth. 
She has always had some limitation of physical 
activity and ease of fatigue. There was no history 
of congestive heart failure. Respiratory infections 
have represented a serious hazard, resulting in 
extreme cyanosis and shock; one such episode was 
responsible for the patient’s present admission to 
our clinic. 

After the patient's recovery from the respiratory 
infection, examination of the heart showed a dia- 
stolic shock at the aortic area with accentuated 
second sound in both aortic and pulmonic areas. 
A loud machinery murmur with systolic accentua- 
tion was present from the level of the left clavicle 
down to the fourth interspace on the left. It was also 
present on the left side of the chest posteriorly at 
the level of the seventh and eighth ribs, During 
cardiac catheterization the aorta was invariably en- 
tered from the outflow tract of the right ventricle, 
and at no time was it possible to enter the right 
or left pulmonary artery. The oxygen saturation in 
the right atrium and lower right ventricle was 60%. 
The saturation was 74% just above the semilunar 
valve, descending aorta, and brachial artery. The 
hemoglobin level was 18.5 Gm. per 100 cc. A retro- 
grade aortogram demonstrated a very large vessel 
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at the level of the ascending aorta. No main-stem 
pulmonary artery was demonstrable, and the right 
pulmonary appeared to have origin from the ascend- 
ing aorta, just proximal to the arch. A diagnosis of 
persistent truncus arteriosus was made, An effort is 
to be made to prevent or control respiratory infections, 
but surgical therapy was not recommended. 

Department of Medicine, Howard University, Washington, 
D. C. (Dr. Johnson ). 

This study was supported by grant-in-aid from the National 
Institutes of Health. 
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OPEN REPAIR OF ATRIAL SEPTAL DEFECTS 


RESULTS IN SIXTY-THREE PATIENTS 


F. John Lewis, M.D., Paul Winchell, M.D. 


and 


Fouad A. Bashour, M.D., Minneapolis 


Through the work of many individuals, atrial septal 
defect is now, with but few exceptions, surgically 
correctable. Successful operations are done with a 
low mortality rate, and surgery is indicated for most 
patients with the disease. Our experience with the 
surgical treatment of this defect now goes back ap- 
proximately five years ' and encompasses 63 patients 
who have all been operated upon by a method em- 
ploving cardiac inflow occlusion and direct-vision re- 
pair with the aid of hypothermia. The method is 
reliable, and the results so far achieved have been 
gratifying. A report of some observations we have 
made concerning this defect and a description of the 
results we have attained with surgery may be of 
interest to physicians who encounter patients with the 
disease. 

Pathological Anatomy 


The embryologic growth aberration which leads to 
these defects may produce several distinct anatomic 
types. We have classified the defects into four types: 
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Surgery is indicated for most patients with 
atrial septal defects, and, with but few excep- 
tions, the defect is surgically correctable. Once 
the diagnosis has been made, all patients with 
symptoms should have an operation, with the 
exception of those with pulmonary hypertension 
grave enough to produce a shunt principally 
from right to left, rather than the usual left-to- 
right shunt, and with the probable exception of 
those with low defects. There are a number of 
possible techniques to perform this surgical 
procedure; nonetheless, the current trend favors 
open rather than closed operations. 


foramen ovale, high, continuous, and low.’ This classi- 
fication omits the “probe patency of the foramen 
ovale,” which is quite commen but clinically insignifi- 
cant unless a high right atrial pressure, as in pulmo- 
nary stenosis or tricuspid atresia, results in a right-to- 
left shunt. The developmental mechanics of the 
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foramen ovale defects, at least, are quite well under- 
stood,* though the basic etiology remains vague, as it 
does for most congenital abnormalities. 

In discussing atrial septal defects it has been 
common to speak of them simply as either “ostium 
secundum” or “ostium primum” defects, while the 
probe patency defect, which remains closed during 
normal intracardiac dynamics, is called a “foramen 
ovale” defect. It is true that both the high and foramen 
ovale defects of our classification are openings through 
the ostium secundum of the septum primum, and they 
could, therefore, be thrown together as “ostium 
secundum” defects. We feel, however, that there are 
important differences between the patent foramen 
ovale and the high defect which require a separate 
designation. Certainly, these defects can be differ- 
entiated anatomically with no confusion, once the 
observer is aware of the differences, and it is quite 
likely that catheterization techniques can be devel- 
oped to differentiate them preoperatively. From the 
surgeon’s point of view preoperative differentiation 
would be valuable, for the problem of repair is not the 
same. Repair is more difficult in the high defects. 

The commonest, by far, of the types we have listed 
is the foramen ovale defect (see the figure, part A). 
Forty-eight (76%) of our 63 patients have had this 
type of defect. The defect is usually caused by exces- 
sive resorption of the septum primum, which normally 
forms the valve of the foramen ovale. It has fairly 
good margins and is at a safe distance from the 
conduction system of the heart, and repair is straight- 
forward with a running suture of silk plus some 
reenforcing interrupted stitches. 

The second type of defect, and the type we have 
encountered second most often (10 patients), has been 
the high defect (see the figure, part B). It has not 
always been clearly differentiated from the foramen 
ovale defect, but it should be and it can be. Located 
just below the entrance of the superior vena cava, this 
defect has at times been designated as an abnormal 
entrance of the superior vena cava into both left and 
right atriums.* It is invariably associated with partial 
anomalous pulmonary venous drainage. In every case 
the vein of the right upper lobe and, in some cases, 
the vein of the right middle lobe, enters the superior 
vena cava just above the defect. The defect may occur 
in the same heart with a foramen ovale defect; we 
have encountered this double defect 3 times among 
the 10 patients with high defects. The high defect is 
well separated from the conduction system, but repair 
is difficult because of its relationships to the superior 
vena cava and the pulmonary veins. 

A third type of defect, illustrated in part C of the 
figure, we have designated as a continuous defect. 
Though we have only encountered this defect once, 
it appeared to be a continuous defect formed by join- 
ing a high defect and a foramen ovale defect—as if the 
band of septum shown between the two defects in 
part B of the figure had disappeared. This defect has 
probably been called “complete absence of the sep- 
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tum” by some authors, though some septal tissue 
remains around the edge. Repair is difficult, but the 
one patient we have operated upon shows no evidence 
of a remaining shunt on postoperative catheterization. 

The fourth group—the low defects—are again a 
distinct group anatomically which can be differen- 
tiated from the foramen ovale defects, though both 
types of defect can occur simultaneously in the same 
heart. These defects form a complex group, ali of 
which, as Edwards has pointed out,° show some evi- 
dence of a persistent common atrioventricular canal. 
The most severe type, often designated as a common 
atrioventricular canal defect, actually has a type of 
ventricular septal defect between the common atrio- 
ventricular valves and the crest of the ventricular 
septum as well as the atrial septal defect. In the less 
severe type, shown in the figure, part D, there is an 
atrial septal defect due to persistence of the ostium 
primum, but the common atrioventricular valves have 


\ 
Foramen 
RPV$S / ‘ovale defect 


High defect of septum 


Principal types of atrial septal defects as seen from the right 
side. The patient’s head is to the left. A, foramen ovale defect; 
pulmonary veins enter normally. B, high defect with additional 
small foramen ovale defect; right pulmonary veins drain anoma- 
lously into superior vena cava. C, continuous defect of both 
high and foramen ovale types. D, persistent ostium primum 
(type of low defect); foramen ovale is closed. 


matured to form mitral and tricuspid leaflets, though 
a variable degree of notching and deformity remains. 
The passage below these cusps that forms the ventric- 
ular septal defect” in the more severe defects is not 
present. Distinction between this less severe type and 
the more complete defect may not always be easy 
even at an open operation, but it should be made, 
if possible, especially in reports of operative accom- 
plishment, because the atrioventricular canal defect is 
much more difficult to repair than the persistent 
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ostium primum defect. The proximity of the atrioven- 
tricular node and the bundle of His at the lower 
margin of the defect makes any surgical repair hazard- 
ous. Fortunately, these defects are less common than 
the first two types. We encountered only three per- 
sistent ostium primum defects among 63 patients, 
though four additional atrioventricular canal defects, 
not reported here, have also been operated upon by us. 

Characteristically, these low defects have a con- 
genital mitral valve deformity, usually a notching of 
the aortic leaflet in the persistent ostium primum type. 
In addition, acquired mitral valve disease, on a rheu- 
matic basis, may occur with any atrial septal defect. 
We have encountered this complication in five pa- 
tients, all of whom had foramen ovale defects. In 
our experience, mitral stenosis, when detected by 
palpation through the atrial septal defect, is not as 
severe as it is in hearts with uncomplicated mitral 
stenosis, and some degree of insufficiency seems to 
be common. 


Indications for Surgery 


Once the diagnosis has been made, an operation is 
indicated in most cases. Pulmonary hypertension grave 
enough to produce a shunt principally from right to 
left, rather than the usual left-to-right shunt, denotes 
inoperability at present, but all other symptomatic 
patients with sound diagnostic evidence of an atrial 
septal defect should have an operation. 


Operative Technique 


A number of closed techniques have been devised 
to repair these defects, but we will not describe them, 
for we have only had experience with an open method 
of repair employing hypothermia. With the patient 
under deep anesthesia with thiopental sodium and 
gallamine (Flaxedil) triethiodide, the body tempera- 
ture is lowered by surface cooling to about 29 C 
(84.5 F). An automatic respirator is used during cool- 
ing and until late during rewarming to administer 5% 
carbon dioxide in oxygen through a semi-open system. 
With an automatic respirator, dangerous shifts in 
blood pH are avoided, and, when 5% carbon dioxide 
is used, the pH does not reach high levels at the lower 
temperatures as it does if oxygen alone is used with 
our respirator. 

The heart is exposed through an anterior, transverse 
incision, with both pleural spaces entered, and, after 
exploration of the chambers by insertion of a finger 
through the right atrial appendage, preparations are 


made to do the open cardiotomy. Total cardiac inflow 


and outflow are occluded, and the right atrium is 
opened widely to expose the septal defect in a blood- 
less field. The defect is usually closed with a running 
stitch of silk oversewn with additional interrupted 
stitches. After the right and left atriums have been 
filled with saline solution or blood, the cardiotomy 
wound is closed with a clamp and circulation restarted. 
The atrial wound is then repaired over the clamp. 
Occlusion time has averaged four to five minutes. 
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Once the chest wound has been closed, the patient is 
immersed in a bath of hot water until his body tem- 
perature has reached 34-35 C (93-95 F). 


Clinical Material 


We have performed the operation described in 63 
patients in all. Forty-eight of these patients had 
foramen ovale defects, in 10 the defect was high, in 
1, continuous, and in 3, low (all of the low defects 
were persistent ostium primum defects). One patient 
had a defect of unknown type. Of the 63 patients, 
45 (71%) were females and 18 (29%) males. The age 
range was from 3 to 61 years, with a median age of 
23. Forty-five of the patients were adults (over 16), 
10 were over 40, and 5 were over 50. 

There were six operative deaths in this series. 
Though the mortality rate is 9.5% for the entire series 
of 63 patients, it is lower for the more recent opera- 
tions. The last 19 consecutive operations have been 
done without a death. Operative deaths were due to 
a variety of causes. One early death was the result of 
a technical error that led to a tear in the left atrium 
and death on the operating table. One patient with a 
persistent ostium primum defect, who had a complete 
atrioventricular heart block after surgery, died sud- 
denly on the third postoperative day, presumably of 
cardiac standstill. No cause of death was found at 
autopsy. One patient died of unrecognized postopera- 
tive hemorrhage. One patient with pulmonary hyper- 
tension and severe pulmonary arteriosclerosis died of 
acute failure of the right side of the heart on the 
operating table, after the defect had been repaired. 
Finally, there were two operative deaths due to irre- 
versible ventricular fibrillation. 

These various causes of death threaten the patient 
less now than they did earlier. Ventricular fibrillation, 
for example, is much less frequent. We have operated 
upon 30 patients since changing to the respiratory 
system described above, which employs an automatic 
respirator, with only 2 instances of ventricular fibrilla- 
tion; among the first 33 patients, in whom a manual 
respirator was used, there were 11 instances of ven- 
tricular fibrillation. 

Intracardiac operations are obviously more formi- 
dable in older patients than they are in children, yet 
this operation to repair atrial septal defects has been 
used successfully for a group of patients most of whom 
were adults. The oldest patient (61) was a survivor. 
Age has not specifically limited the usefulness of the 
operation, nor has size. Though hypothermia, or any 
other open heart technique, for that matter, is easier 
to use in the small individual than in the large one, 
we have operated successfully on patients weighing 
as much as 195 lb. (88.5 kg.). The operation can be 
done without great risk in a variety of patients. In 
most cases it is also successful, for the defect appears 
to remain closed. 

Of the 63 patients operated on, 6 died and 14 were 
operated on less than six months ago or have not been 
seen recently. Of the remaining 43 patients, 39 showed 


V 
195 


Vol. 165, No. 8 


postoperative clinical improvement and 3 became 
worse; in one patient, repair was not done at surgery. 
Thus, clinical improvement, with gain in strength and 
vigor and often a gain in weight, has been observed 
in most of the patients who have been seen six months 
or more after their operation. One clinical failure was 
in a patient with a persistent ostium primum defect 
who died suddenly after cardiac catheterization one 
year after the operation. She had suffered complete 
heart block since shortly after surgery and subacute 
bacterial endocarditis shortly after that, and her re- 
pair was found to be broken down at autopsy. A 
second failure was in a 7-year-old boy who also had a 
persistent ostium primum defect. He developed com- 
plete heart block shortly after surgery and still has it 
two years later, though his general condition is good 
at the time of writing. He has not vet had postopera- 
tive catheterization. Another clinical failure was in a 
31-year-old woman who had mitral insufficiency as 
well as an atrial septal defect. She is in congestive 
heart failure at the time of writing, a vear after sur- 
gery, as she was before her operation. With these few 
exceptions, the surviving patients have apparently 
been helped by the operation. X-rays characteristically 
show a striking decrease in the pulmonary vascular 
markings postoperatively and a variable decrease in 
heart size, though the heart contour has not usually 
become completely normal. 

Postonerative Cardiac Catheterization.—Evidence 
obtained at cardiac catheterization several months 
after surgery also shows that the treatment has been 
successful in most instances. We have tried to cathe- 
terize all of the earlier patients, and have so far missed 
only 3 among the first 29 survivors. In total, post- 
operative catheterization has been done on 30 patients, 
and there is evidence of a remaining shunt in only 2 
(based on the criterion that a 2 vol.% increase in 
oxygen saturation between the venae cavae and right 
atrium is needed to diagnose a left-to-right shunt at 
the atrial level). One of these was the patient with a 
persistent ostium primum defect mentioned above. 
The other was a patient who had the first high defect 
we encountered, and in him we had missed the 
anomalous pulmonary vein. This patient has only a 
small shunt remaining, and there was good clinical 
improvement. 

Many of the patients had progressed to the stage of 
pulmonary hypertension by the time that the operation 
was done, so it was gratifying to find that the hyper- 
tension disappeared after surgery in most of them. A 
systolic pulmonary artery pressure of 35 mm. Hg or 
greater was present preoperatively in 29 of the 54 
patients in whom we had adequate preoperative 
measurements. In 15 of these patients there were ade- 
quate postoperative measurements, as well, and the 
pressure had fallen to normal in 12. Of the three in 
whom the pressure was still elevated, it had fallen 
almost to normal (35/18 mm. Hg) in one, was still as 
high as it had been preoperatively in another, and 
was higher than it had been preoperatively in the 


ATRIAL SEPTAL DEFECTS—LEWIS ET AL. 925 


third. These last two patients both had concomitant 
mitral insufficiency, apparently on a rheumatic basis. 
One of these two was the patient mentioned earlier 
who had no clinical improvement, while the other, 
who had also been in chronic congestive heart failure 
preoperatively, has gained striking clinical improve- 
ment. All three of these patients apparently had closed 
defects postoperatively. 

Five of the patients with elevated pulmonary artery 
pressure had pressures over 80 mm. Hg systolic pre- 
operatively. The highest pressure was 110 mm. Hg, in 
a survivor. In these patients the risk may be greater, 
but surgery is not contraindicated. Four of the five 
survived their operation. We have postoperative cath- 
eterization data on only one of these four survivors, 
the patient, mentioned above. who has mitral insuf- 
ficiency and a persistence of the elevated pressure. 

A finding on catheterization that may be confusing 
in these patients is an apparent pulmonary stenosis. 
The pulmonary artery systolic pressure was found to 
be 10 mm. Hg or more below that of the right ven- 
tricle in 12 of the 44 patients in whom adequate 
measurements were available. This abnormal pressure 
differential had disappeared postoperatively in the six 


Results of Preoperative and Postoperative Studies of Dynamic 
State in Fifteen Patients Undergoing Open 
Repair of Atrial Septal Defects 


Maxi- Mini- 
mum mum Mean 


Preoperative 22.6 16.2 
Pulmonary blood flow, liters min... Postoperative 94 43 63 
Pulmonary resistance, dynes Preoperative 133 5) 95 

Blood oxygen saturation in Preoperative 95 s1 89 
pulmonary artery. ............ Postoperative 71 79 


patients for whom we had adequate measurements. 
Yet none of the patients who had this finding pre- 
operatively had valvular operations at the time of 
surgery. Doubtless, this apparent stenosis is merely 
secondary to the large pulmonary blood flow. 

Studies of Dynamic State.—The postoperative studies 
in 15 of the patients have allowed a more detailed 
comparison of the dynamic state at that time with the 
conditions existing prior to surgery. In all except one 
of the 15 patients the mean pulmonary artery pressure 
had dropped postoperatively. This was the patient 
with mitral insufficiency, mentioned above, who had 
a higher pressure postoperatively than preoperatively. 

The table gives the values for pulmonary blood flow 
in liters per minute both preoperatively and_post- 
operatively in these 15 patients. It should be em- 
phasized that these are merely estimates of pulmonary 
blood flow, since there are many errors in the appli- 
cation of the direct Fick principle to the determination 
of blood flow. Certainly, the decrease in pulmonary 
blood flow of approximately 10 liters per minute is a 
significant observation, and it is, in fact, the most im- 
portant hemodynamic change observed in this group 
of patients. The final average value of 6.3 liters per 
minute of pulmonary blood flow is well, within the 
normal limits determined in this laboratory. 
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Once the pulmonary blood flow and the mean pul- 
monary artery pressure have been determined, it is 
possible by mathematical means to arrive at a value 
for the total pulmonary vascular resistance as ex- 
pressed in terms of dynes cm. ~* sec. The table shows 
the pertinent data and illustrates the fact that the 
preoperative pulmonary vascular resistance in_ this 
group of patients was approximately one-half the 
normal value, whereas postoperatively the average 
value tended to be approximately normal. There was 
a significant increase in the pulmonary vascular re- 
sistance after surgery, which was perhaps somewhat 
unexpected. 

A clue to the reason for the postoperative increase 
in pulmonary vascular resistance can perhaps be re- 
lated to the findings in the table that show the oxygen 
saturation values for pulmonary artery blood pre- 
operatively and postoperatively. It is noted that the 
pulmonary blood saturation was approximately 90% 
preoperatively and approximately 80% postoperatively. 
It is known that patients with pulmonary hyperten- 
sion will have a decrease in the pulmonary vascular 
resistance and consequently a drop in the pulmonary 
artery pressure upon breathing 100% oxygen for a few 
minutes. It would appear that the patient with an 
uncorrected atrial septal defect is in some respects 
comparable to the individual breathing 100% oxygen 
in that the pulmonary artery blood saturation is much 
higher than normal, and this factor in itself may be 
partially responsible for the low resistance in the 
pulmonary circuit preoperatively. The reduction in 
the pulmonary artery blood oxygen saturation post- 
operatively may be in part responsible for the eleva- 
tion in resistance in the pulmonary circuit that has 
been noted. 

All of the observations made in this subgroup of 15 
patients who were studied in some detail indicate a 
return toward normal insofar as pulmonary artery 
pressure, pulmonary artery blood oxygen saturation, 
pulmonary vascular resistance, and pulmonary blood 
flow are concerned. This would seem to be objective 
evidence to support the idea that closure of atrial 
septal defects is a worthwhile procedure. 


Comment 


At the present time, both closed and open tech- 
niques are being used to repair atrial septal defects. 
Results as good as or better than those reported here 
have been obtained by Swan and associates ° using an 
open technique with hypothermia and by Kirklin and 
co-workers * using a closed technique with the well 
described by Gross and others.“ yet, extra- 
corporeal oxygenators have not been used to repair 
many such defects, but more reports describing this 
open method of repairing atrial septal defects are 
certain to appear. In fact, the first successful use of 
an extracorporeal pump-oxygenator was to repair an 
atrial septal defect.” A surgeon starting in this field 
and now offered a number of possible techniques, 
each of which apparently works in the hands of its 
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advocates, may wish for a clear-cut decision in favor 
of one method. Unfortunately, there is none at present 
and there may not be one for some time yet. The one 
best method has not always been quickly evident in 
surgery. As an illustration operations for peptic ulcer 
have been employed for over 60 years but there is 
still no single generally accepted method. In the sur- 
gery of atrial septal defects, too, several techniques 
may find a place. Nonetheless, the current trend, 
which we heartily endorse, favors open rather than 
closed operations. If open operations are preferred, 
we can recommend the technique we have described, 
for it allows open repair of the defect in a truly blood- 
less field, without complex equipment, without a spe- 
cial team of assistants, and without special blood 
donors. The mortality rate has been low, and the rate 
of success has been high. Until extracorporeal pump 
oxygenators, perhaps in combination with hypo- 
thermia, can be employed in adults with greater ease 
and safety than at present, hypothermia probably 
offers the best way to repair these defects. 

Despite the satisfactory results which have so far 
been achieved, several problems related to the repair 
of these defects trouble us. The low defect presents a 
special hazard to repair because of possible conduc- 
tion system injuries and because of the associated 
valvular incompetence. Fortunately, these defects are 
relatively uncommon, and in most instances they can 
be differentiated from the more simple atrial defects 
preoperatively.'” Thus, the physician could, with some 
justification, elect to withhold surgery for the present. 
If an operation is needed, however, repair can be ac- 
complished while the stitches are kept away from the 
conduction system, if sufficient care is exercised. The 
defect may be closed with a running stitch or with a 
patch of Ivalon. Sutures alone may prove to be satis- 
factory for the persistent ostium primum defect, but 
with the more complex atrioventricular canal closure 
an Ivalon patch, as described by Kirklin and others,"' 
is doubtless better. Satisfactory correction of the ex- 
tensive valve deformity in this latter defect is a formi- 
dable problem. The thin valvular tissues do not take a 
suture repair well. Nor, for that matter, does the 
abnormally thickened valve found in patients who 
have an associated rheumatic mitral valvular disease. 
When pure stenosis exists in these patients along with 
the atrial septal defect, a finger commissurotomy 
through the atrial septal defect may be good enough, 
but there may be some degree of insufficiency—often 
unrecognized preoperatively—and surgery for insuffi- 
ciency is not vet quite good enough. 

The complication of pulmonary hypertension is an- 
other problem encountered in these patients, as it is, 
to varying degrees, in patients with other left-to-right 
shunts. Ideally, surgery for this defect should be done 
before significant pulmonary hypertension ensues, but 
the risk, in our series, does not seem to be unduly 
high (one death in five patients with pulmonary 
systolic pressures over 80 mm. Hg), provided that the 
shunt is still from left to right. When the hypertension 
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is due chiefly to the increased blood flow through the 
pulmonary circulation, it will drop after closure of the 
defect. We do not know, however, how effective the 
operation will be when significant changes in the pul- 
monary arterioles have occurred before surgery. More 
information regarding this point will come as more 
postoperative cardiac catheterization studies are done. 


Summary 


Among the 63 patients upon whom we have op- 
erated for atrial septal defects, foramen ovale defects 
have been the most frequent type, with high defects 
the second most common. Hypothermia provides an 
effective technique for repairing these defects in an 
open field with a low risk and a high rate of success. 
There were six operative deaths in the total group, 
with no operative deaths in the last 19 patients. At 
the present time, the most difficult problems in the 
treatment of this disease are provided by patients 
with low defects, patients with concomitant mitral 
insufficiency, and patients with high levels of pul- 
monary hypertension. 
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PEREGRINATING PROBLEM PATIENTS—MUNCHAUSEN’S SYNDROME 


John S. Chapman, M.D., Iowa City 


Physicians universally have known the inconven- 
ience of having inadequate medical history available, 
particularly when a patient’s background is compli- 
cated by the work of prior surgeons, or when con- 
fronted by a comatose derelict dumped into the emer- 
gency room. At such time the harassed doctor may wish 
that diabetic records, pathology reports, and drug in- 
take might be tatooed upon the patient in some con- 
venient spot, or else that a central agency might func- 
tion as a clearing house for such information. Since 
these facilities do not exist, it is necessary to rely on 
the memory of the patient or his relatives, or to engage 
in lengthy correspondence with previous attending 
physicians. Most doctors have had experience with 
drug addicts, neurotics, malingerers, and “dead-beats” 
whose distortion or concealment of their history is 
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Physicians in the United States may be un- 
aware of the patient who spends his time going 
from place to place, resulting in wide travels, 
and presenting himself to hospitals, with a fanci- 
ful history and extraordinary complaints. It is not 
uncommon for these patients to have many surgi- 
cal scars crisscrossing their abdomens, and will- 
ingly to allow further surgical procedures to be 
performed, regardless of the dangers. Publiciz- 
ing case histories of such patients seems to be 
the only way of coping with the problem, which 
exploits medical services that could be put to 
better use. 
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understandable. Less commonly encountered are 
patients who habitually falsify their history and sim- 
ulate startling symptoms to accompany a harrowing 
present illness—all for no apparent reason. These 
odd patients become “addicted” to strange behavior 
patterns which they know will result in hospital ad- 
mission. They are then subjected to perilous diag- 
nostic and therapeutic procedures from which they 
seem to derive a peculiar satisfaction. The purpose 
of this article is to give an account of an extreme ex- 
ample of such extravagant behavior, and to call 
attention to a situation which may be of some im- 
portance, though hitherto not reported in the United 
States. 
The Problem Patient 


For a period of 40 days in 1954, the medical wards of the 
State University of Iowa Hospitals were kept in a state of 
turmoil by the extraordinary behavior of a single patient. He 
was a 39-year-old merchant seaman and part-time profes- 
sional wrestler who made a dramatic entrance via the emer- 
gency room on the night of Aug. 18. Dressed in denim work 
clothing, and carrying his belongings in a small cloth sack, 
he burst into the hospital with blood spattered over the 
front of his shirt. He weighed about 260 lb. (118 kg.), 
seemed to be coughing up blood, and claimed to be in 
anguish from pain in the left side of his chest. He stated 
that he had been stricken suddenly with pain, and had 
begun to cough up blood while on a bus bound from San 
Francisco to Chicago. On examination, both legs were red, 
hot, and swollen, with distended superficial veins. It was 
assumed that the man had suffered a pulmonary embolus 
from the evident thrombophlebitis. Anticoagulant therapy 
was begun immediately. While claiming that “M.S.” made 
him sick, the patient demanded something for pain, and 
received meperidine (Demerol), which relieved him tem- 
porarily. During the intravenous administration of heparin, 
it was noticed that he had an uncanny knowledge of the 
location of his own veins. This caused the attending resident 
to think of the possibility of drug addiction. 

Surgical consultants offered the patient ligation of the 
inferior vena cava, which he vehemently refused. The ensu- 
ing day he demanded more and more meperidine, and made 
a great commotion over the slightest delay in the admin- 
istration of his scheduled injection. He was suspiciously 
familiar with hospital routine. His sulking, childish, difficult 
behavior moved one resident to describe him alliteratively 
as “obese, obtuse, obstinate, obstreperous, and obscene.” 

Additional bits of history, some found later to be fabrica- 
tions, were obtained from the patient. Originally from 
Watertown, N. Y., he had wrestled professionally as the 
“Indiana Cyclone.” He was also a bosun’s mate and a ship’s 
carpenter. His ship had docked last at San Francisco. He 
had been on his way to Chicago to seek work as a long- 
shoreman when he had been seized with fever, painful 
swelling of the legs, and finally chest pain and hemoptysis. 
He had left the bus and sought out a private physician who 
had directed him to the University Hospitals. He denied 
any similar previous illnesses, and seemed quite bewildered 
by the situation in which he found himself. In answer to 
questions about various scars on his body, he gave evidence 
of extensive experience with surgical procedures. He alleged 
that in 1940 his appendix was removed aboard a tugboat 
at Belfast, Ireland. In 1942 an umbilical hernia was repaired 
in Chicago. His left saphenous vein was stripped in 1944 
at a Marine hospital in Portland, Maine. Surgical scars on 
his back were obtained in Yokohama, Japan, where both 
kidneys were explored because of hematuria. No abnormality 
was found. A large recently acquired scar on the right lower 
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part of the abdomen was alleged to be the result of an auto 
accident in San Francisco. The patient asserted that this 
wound had been repaired in a doctor’s office, which was 
startling, as the scar measured 10 in. (25.4 cm.) and seemed 
deep. A final scar, also new, was found just above the left 
internal malleolus. He claimed this to be the result of his 
tripping over a mop in a San Francisco movie theater. He 
assured those who had his confidence that he expected great 
wealth from a law suit pending against the theater, and 
promised a share of the bounty to anyone who diagnosed 
his condition. After this accident he had gone to Doctors 
Hospital in San Francisco. A clot was removed from the 
leg, and this he blamed for all his present trouble. The his- 
tory was interspersed with boasts of physical prowess, and 
by harrowing stories of conflicts in the wrestling ring or 
aboard ship. He said he bossed his crew by physical superi- 
ority. Any challengers to his leadership were allowed to arm 
themselves with a marlinspike while he fought with his bare 
fists. All of his shipboard fights had ended in victories, but 
he had fared less well in the ring, where he had been 
knocked unconscious by a well-known wrestler. His size 
and rather ingratiating manner gave his stories credibility. 

A letter requesting information was sent to Doctors Hos- 
pital, and the patient was astonishingly persuaded to sign a 
permission for release of information. Unfortunately the 
reply did not arrive soon enough to be of value in managing 
the patient, but did reveal that, while hospitalized, he had 
several wounds of his left thigh, had demanded meperidine, 
was quite unmanageable, and had signed himself out of the 
hospital. Seen there later as an outpatient, he stated that 
he had been treated in the interim at another California 
hospital for a pulmonary embolus. 

The patient’s laboratory data revealed a_ slight fever, 
anemia, and reticulocytosis. He submitted to bronchography 
of the left lung after a normal chest film had been obtained. 
The electrocardiogram was normal. Bronchoscopy was done 
with difficulty because the patient threatened bodily harm 
to many involved personnel, but it was completed in spite 
of his poor cooperation. Factitious bleeding was suspected, 
but every effort was made to find some valid lesion to 
account for his pain and hemoptysis. None was found, 

After a few days the thrombophlebitis began to improve, 
but the demands for meperidine became greater and more 
frequent. He wheedled, threatened, and cajoled. He de- 
manded and received a disproportionate share of the phy- 
sicians’ and nurses’ time. There was always some complaint 
against someone whom he claimed he could not trust. Once 
an attempt was made to reduce his narcotic intake by dilut- 
ing his injection with saline solution. This he immediately 
detected, and was thereafter extremely distrustful, allowing 
only certain selected persons to give him injections, At times 
he claimed he was in great pain, but his attention could 
be diverted, and he could be engaged in conversation during 
which he either forgot or ignored his pain. Frequently he 
refused to stay in bed, stating that his distress was so great 
that he must walk about. At intervals he coughed up bright 
red blood. No method of self-induced trauma was discov- 
ered, even though his mouth, pharynx, and larynx were 
carefully searched immediately after several such episodes. 
Expectorated material was stained with Wright's stain, and 
appeared to be human blood. 

On four occasions this man signed himself out, and 
reached the hospital front door, only to cough more blood 
and be persuaded to stay. He made a habit of stalking the 
corridors, blood spattered ostentatiously over the front of 
his gown, threatening and pleading that he was not being 
cared for properly. He would intrude unannounced into 
the offices of various staff physicians demanding that they 
“do something” for him. He became a persistent and vex- 
atious problem. Was he experiencing genuine bleeding from 
some obscure lesion? If so, his psychopathic and paranoid 
behavior might be the reaction of a childish and violent 
man to recurrent symptoms of an alarming nature. With 
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limited funds, he might resort to these blustering tactics to 
obtain for himself the best available advice and treatment. 
If the hemoptysis were self-induced, then the method of 
producing it should be ascertained. So argued those who 
favored keeping the man in the hospital until his problem 
was resolved one way or the other. This course was made 
progressively more difficult by his insatiable demands for 
time, attention, and drugs. 

One day hypodermic needles were found in one of the 
ward commodes. Because the problem patient had been seen 
coughing up blood many times just after leaving the bath- 
room, he was accused of needling his veins and sucking 
out the blood. This he emphatically denied. Afterward he 
made certain that he sometimes brought up blood after 
having been observed in bed for the preceding several min- 
utes. His skin was searched from scalp to soles for self- 
inflicted lacerations, but none were found. He continued 
to refuse to remain in bed. He took his medical record from 
the chart rack, tore it to shreds, and flushed it down the 
toilet. The essentials were easily reproduced, however, be- 
cause the events associated with his stay had impressed 
themselves indelibly upon the minds of the ward staff. 

Disposition seemed almost impossible. Though regarded 
as a sort of psychopath and probable drug addict, the patient 
was a resident of another state, and could not be committed 
legally to an Iowa mental hospital. Each time he left the 
University Hospitals, he developed symptoms sufficiently 
severe to warrant readmission. It was finally agreed to let 
him go, regardless of symptoms, as he had become intoler- 
able. He had with him a bus ticket to Chicago, and several 
people cheerfully donated taxicab fare to the Iowa City 
bus depot. At last he departed, defiantly coughing up blood 
as he went. His usually alarming symptoms were ignored. 
Hospital personnel uttered a sigh of short-lived relief, and 
life resumed its normal pace. 

A day later one of the nurses caused consternation when 
she reported that she had seen the patient squatting on 
the curbing in front of a downtown moving picture theater. 
The worst fears were confirmed on the following day, Our 
merchant seaman reappeared in the hospital corridors— 
pale, febrile, and pleading with tears in his eyes for read- 
mission. He had been refused entrance to his bus because 
he appeared ill, and was coughing up blood. Two days had 

n spent in a local hotel, where some obliging soul had 
prescribed whiskey for the patient’s apparent severe dis- 
comfort. Great promises of cooperation were made, and the 
admitting doctors yielded. Back to the ward he came, on 
Sept. 17, 1954. He agreed to a strict regimen of bed rest, 
any violation of which would result in his being deported 
from Iowa City by the police. 

Blood pressure at this time was 110/60 mm. Hg, tem- 
perature was 103 F (39.4 C), and pulse rate was 90 per 
minute. The left side of the chest anteriorly was tender 
to digital pressure. Because of dilated veins on the thighs 
and lower abdomen, it was thought likely that the inferior 
vena cava was thrombosed. Bronchoscopy was _ repeated, 
and bronchograms of the right lung were made, with no 
positive findings. 

For a few days all was serene. The thrombophlebitis 
began to regress. Then, over some trivial occurrence, the 
Indiana Cyclone went berserk. He created chaos on Sept. 
26 by overturning a cart laden with metal water pitchers 
which skittered noisily about the ward. He was ordered 
back to bed and threatened with physical restraints, This 
prompted him to withdraw to the ward utility room, where 
he inflicted a severe wound in his left thigh with a pair of 
scissors. He reappeared, sloshing blood at every step, storm- 
ing up and down the hall, a terrifying spectacle. The 
tenor of his shouted remarks was, “Now look what you 
made me do! No one wouldn't do nothin’ for me, so I let 
the clots out myself!” He seized a chair and swung it around 
to keep the assembled crowd at a safe distance. He soon 
weakened, and was taken to the operating room, where his 
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wound was sutured and transfusions were given. After this 
he was restrained in bed in a single room, and seemed tem- 
porarily subdued. A psychiatric consultant saw the patient 
at this point, and thought him “basically a psychopathic 
personality with overtones of paranoid schizophrenia.” 

While the patient was in the operating room, his wallet 
was searched. It contained Merchant Marine papers for both 
bosun’s mate and carpenter's mate, There were also many 
cards and papers containing addresses, mostly of doctors, 
hospitals, and clinics. A letter was sent to each address 
requesting information about the wallet’s remarkable owner. 

Special arrangements were made for commitment to a 
state mental hospital, for psychiatric treatment was deemed 
mandatory regardless of the patient’s legal residence. When 
he learned of these plans, the patient managed to leave his 
bed, procured a razor blade, and again slashed his left thigh, 
with another severe hemorrhage. This wound was repaired 
and more blood given, and on Sept. 28, 1954, he was dis- 
patched by ambulance to a state mental hospital. 

The night following his admission there, the patient was 
caught at the front door in the act of escaping. With some 
difficulty he was removed to a locked ward, where he 
promptly snatched the sutures from his thigh, and bled 
severely. His wound was repaired a third time, and he was 
restrained in bed. He received no narcotics, and exhibited 
no withdrawal symptoms. The attending physicians thought 
the patient probably had a “psychological” drug addiction. 
On Oct. 22, 1954, he escaped from the mental hospital. 

Meanwhile replies began to arrive from the various places 
to which requests for information had been sent. It was 
learned that this man had been collecting claims from sev- 
eral insurance companies since 1943. The sites from which 
these were filed suggested the peripatetic nature of the 
patient’s existence; they included claims from San Francisco; 
Opelousa, La.; Talbotville, Ontario, Canada; Newark, N. J.; 
and Louisville, Ky.—all for alleged injuries to the legs or 
hands. His current series of hospital activities probably 
began in 1952 in Fort Wayne, Ind., at a Veterans Admin- 
istration hospital. When the officials there discovered that 
he was not a veteran, he gained admission to City of Detroit 
Receiving Hospital by coughing up blood in the streets of 
that city. Police brought him in, convinced that he was a 
sick man. After a week he signed out against advice, on 
Dec. 30, 1952. 

Some time was then spent in hospitals in Albany, N. Y., 
and Cleveland, but no details are known until July, 1953, 
when he was admitted to Los Angeles County Harbor Gen- 
eral Hospital with thrombophlebitis and hemoptysis. After 
this admission, he seems to have taken one or more sea 
voyages, and then turned up at Doctors Hospital as men- 
tioned previously. After three days, he left against advice 
when accused of drug addiction. 

From March 23 to April 23, 1954, he was quartered at 
Highland-Alameda County Hospital in California. His be- 
havior there became so grotesque that psychiatric consulta- 
tion was sought. The consultant thought that the patient 
was “paranoid,” but in his opinion there was not sufficient 
evidence to warrant commitment, and he recommended 
discharge. The following month was spent in the Contra 
Costa County and Vallejo hospitals in California. From 
June 24 to June 30, 1954, he sojourned in the Kern General 
Hospital in Bakersfield, still with thrombophlebitis and 
hemoptysis. 

July 1-14 found him at the Salt Lake County General 
Hospital in Utah. The usual thrombophlebitis and hemopty- 
sis were manifest. Ligation of the inferior vena cava was 
recommended because of the presumed pulmonary emboli. 
After much coaxing, the patient was taken to the operating 
room and given a spinal anesthetic. Suddenly he decided 
against the operation, He leaped from the table, gathered 
the surgical drapes around him like a toga, and marched 
out of the operating room, dripping spinal fluid from the 
needle which was still in place. After much persuasion by 
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the dumbfounded onlookers, he again consented to the 
procedure, and his inferior vena cava was occluded by a 
plastic clamp. This operation accounted for the recent 
abdominal scar noted at the University Hospitals, and also 
accounted for the signs of vena caval obstruction originally 
thought due to ascending thrombophlebitis. The scar cer- 
tainly did not result from an auto accident as the patient 
had stated. 

After signing out of Salt Lake County General Hospital 
before his incision had healed properly, the traveler headed 
for Harvre, Mont. On arrival at the hospital there, he 
claimed to have been seeking employment as a ranch hand 
when interrupted by the sudden onset of chest pain accom- 
panied by hemoptysis. A mental image of this huge wrestler 
astride a horse is ludicrous, but his story was accepted at 
first. Efforts to reduce the prospective ranch hand's narcotic 
intake culminated in his angrily leaving the hospital without 
permission. 

Stanley, S. D., was the last known stop in the patient's 
saga before Iowa City. He was at Stanley late in July, 1954. 
The doctors there sized him up as an “imposter, drug addict, 
and professional hospital buster,” who was endeavoring to 
“chisel drugs, or anything else he can get out of the medical 
profession.” 

He entered all of these hospitals with acute hemoptysis, 
denied any similar episodes in the past, demanded meperi- 
dine, was unmanageable, and signed himself out against 
advice. Often he would contact a local minister to whom 
he would relate a long tale of ills and woes. From. this 
sympathetic individual he could usually extract funds for 
transportation to the next town. 

Aug. 18 to Oct. 22, 1954, was spent in lowa, as already 
described. Information about the “pilgrim’s” progress sub- 
sequent to his lowa visit was gathered by publishing letters 
about him in THe JourNaL of the American Medical Asso- 
ciation.’ The many replies form a log of his travels during 
the succeeding months. 

The night of his departure from lowa found him in St. 
Francis Hospital, Peoria, Ill. His hemoglobin level was 5.2 
Gm. per 100 cc., and so transfusions were given. He in- 
formed hospital officials that he was on his way to Joliet, 
Ill., where he expected to get work on a barge line, and 
asserted that after only a few hours work the barge com- 
pany would be responsible for all of his hospital bills. Fre- 
quent demands for meperidine made the doctors think that 
the patient was addicted to this drug. When his condition 
improved, the dose was reduced. After this, he left the 
hospital against advice, refusing to sign his release. He was 
brought back by police, and meekly signed. 

Next he appeared at the Milwaukee County Hospital, 
where he stayed from Nov. 27 to Dec. 6, 1954. He pre- 
sented with the usual symptoms plus a recent wound of the 
right thigh. His story was that he had accidentally cut him- 
self with a scythe while working on a farm. Nurses noticed 
him traumatizing his wound with his fingers. When his 
narcotic dose was reduced, he became belligerent and un- 
cooperative. Discharge diagnoses were thrombophlebitis 
and narcotic addiction. 

Dec. 6 through 14 was spent in Madison, Wis., at Madi- 
son General and Methodist hospitals. Their doctors thought 
he was insane, and committed him to Mendota State Hospi- 
tal in Madison. He promptly ripped the bandage from his 
right thigh, and was transferred to the University of Wis- 
consin Hospital on Dec. 15, for care of the wound. 

His performance there paralleled that at Iowa in astonish- 
ing detail. He was completely unmanageable. He concealed 
pins, scissors, and razor blades; he threatened to do bodily 
harm to hospital personnel; and finally he slashed open his 
wound with a bandage clip. He bled to shock level and 
received transfusions. The wound was repaired, and later 
a vein stripping procedure was done on the left leg. By 
Jan, 18, 1955, he again became uncooperative and threat- 
ened suicide. A psychiatrist described him as “severely 
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paranoid.” He once more slashed open his wounds, and was 
transferred back to Mendota State Hospital on Jan. 21. He 
was moved promptly the next day to Central State Hospital 
for the Criminally Insane at Waupun, Wis. He apparently 
remained docile, and was discharged on June 8, 1955. 

He went directly to the University of Michigan Hospital 
and was a guest of the surgical service during the month of 
August. He pertormed his usual escapades. On the eve of 
a scheduled bronchoscopy, he was recognized by a resident 
who had known him at the University of Wisconsin Hospi- 
tal. Bronchoscopy was canceled, and the patient was dis- 
charged. 

Hitchhiking west, he arrived in Denver and entrenched 
himself at Denver General Hospital from Aug. 31 to Sept. 
12. 1955. A resident there recognized the wayfarer from 
the Highland-Alameda County Hospital admission. This 
resident stated that factitious gum lacerations inflicted by 
a fingernail file had been discovered during that California 
hospitalization, but this observation was not recorded 
the transcript of his hospital record. 

From Colorado the trail led back to California and the 
Los Angeles County Hospital, where he was admitted Dec. 
3, 1955, with a presumed pulmonary embolus. Bizarre be- 
havior soon led to psychiatric consultation. Unfortunately for 
the patient’s plans, his notoriety had preceded him, and he 
was recognized through the previously mentioned letters. 
A diagnosis of “personality trait disturbance, passive-aggres- 
sive personality” was made, and transfer to Camarillo State 
Hospital was arranged. He remained at that mental hospital 
until March 24, 1956, when, after being grante «d some liberty, 
he took an “unauthorized leave of absence.” 

Little is known of his whereabouts from that time until 
Jan. 22, 1957, when he was admitted to Modesto State Hos- 
pital on transfer from San Joaquin County General Hospital. 
After a brief stay, he headed east. 

March 29, 1957, he turned up in the emergency room of 
the Edward J]. Meyer Memorial Hospital, Buffalo. Presenting 
with the usual bleeding, he stated that he was taking 
phenindione (Hedulin) and that he had arrived by bus from 
Kansas City, Kan., where he had been treated for thrombo- 
phlebitis and “pulmonary infarctions.” The resident who was 
summoned raced to the scene with a prothrombin tube and 
a vial of phytonadione (Mephyton). He found a “large 
man surrounded by several anxious personnel.” The patient 
was holding a handful of blood-soaked gauze pads, and there 
was blood on the floor around him. Rather than ask for 
narcotics, he asked that some procaine be injected into his 
chest wall. (This had been done at Iowa in an attempt to 
relieve his alleged chest pain, with equivocal results.) The 
resident recognized the patient from one of the published 
letters. From the resulting pointed questions, the patient 
became suspicious, and left in a huff, saying he would go to 
Syracuse, where he would be cared for properly. No reports 
have emanated from Syracuse, but presumably this remark- 
able man even now is causing havoc in an emergency room 
or ward of some large eastern hospital. 


Comment 


It is our opinion that this patient’s bleeding is 
factitious. Probably he produces it by a variety of 
methods. None of his many diagnostic studies has 
demonstrated any abnormality to account for his 
chest pain or his hemoptysis. It is possible that 
years ago he had a real pulmonary embolus, and 
thus learned the symptoms which he now simulates. 

Be that as it may, he is now a professional hos- 
pital bum with a technique which guarantees him 
admission to any hospital at any time. He seems to 
enjoy the consternation and stereotyped response 
evoked by his blood-spattered appearance. His pat- 
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tern is well established. He prefers large hospitals, 
and is especially fond of university centers. He 
expectorates blood in spectacular fashion. He plays 
upon the sympathies of the interns and residents. 
He ingratiates himself to some persons, and threat- 
ens others. He blusters but mever actually harms 
anyone, He submits to all diagnostic procedures 
after much argument and persuasion. He usually 
seeks out a minister, Astonishingly he always uses 
his own name. He demands and gets attention, time, 
and drugs. The dramatic impact of his stunts is 
abetted by his theatrical experience as a profes- 
sional wrestler. Many hospital audiences have now 
been held captive by his dramatic appeal to their 
humane instincts. 

This chronicle demonstrates that this man has 
social and mental aberrations sufficient to warrant 
permanent care in a custodial institution, We do 
him no injustice by publicizing his story, as only 
harm can come to him through repeated injuries, 
diagnostic procedures, anticoagulant therapy, and 
operations undertaken by doctors who have no 
knowledge of his history. That a patient would 
conceal the fact that he has had such an operation 
as ligation of the inferior vena cava is almost un- 
believable, but such is the method of this man’s 
madness. With a ligated vena cava, his refusal to 
stay in bed guarantees the propagation of the throm- 
bophlebitis, his only demonstrable physical illness. 


Munchausen Syndrome 


A detailed account of this man’s activities has 
been given because he exemplifies a unique psy- 
chiatric and socioeconomic condition. In 1951 the 
term Munchausen’s syndrome was somewhat faceti- 
ously applied by Richard Asher * to perennial pere- 
grinating problem patients. Just as with our sailor- 
wrestler, Asher’s patients spent their time going 
from place to place with various extraordinary com- 
plaints which led to repetitive hospital admissions 
and exploratory operations. 

The term Munchausen is derived from the book 
of fabulous adventures and travels supposedly re- 
lated by one Baron Hieronymus Karl Friedrich 
Munchausen. The wanderings and outlandish his- 
tories of patients with the syndrome are likened to 
the baron’s fantastic stories. The real Baron Mun- 
chausen (1720-1791) lived in Bodenwerder, Han- 
over, Germany, and enjoyed an established reputa- 
tion as a teller of fanciful tales. His favorite yarns 
related to his experiences as a German cavalry offi- 
cer attached to the Russian army, and particularly 
did he embroider upon his part in the Turkish cam- 
paigns of 1737 to 1739. Permanent notoriety came 
to the baron when a book purporting to be based 
upon his “singular travels, campaigns, and startling 
adventures” was published anonymously in London 
in 1785.° It has been well established * that the au- 
thor was a clever writer and geologist named Rudolf 
Erich Raspe. An exiled German, Raspe’s own life is 
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almost as fascinating as that of the baron as por- 
trayed in the book. Raspe had been custodian of a 
museum at Cassel, and had been found guilty of 
selling medals from the museum’s collection to fi- 
nance his personal extravagances. Since he had been 
in the baron’s company only once or twice, he used 
other sources for some of the book’s stories, The 
book won immediate success, and went into many 
editions and translations. This greatly embarrassed 
the real baron, for he now became known as a teller 
of preposterous tales rather than as a mildly exag- 
gerating raconteur. 

Asher * outlined three varieties of Munchausen’s 
syndrome, and gave them whimsical appelations ° 
as follows: 

1. Abdominal type (laparotomophilia migrans )— 
in which the patient travels about having repeated 
operations in various hospitals only to sign out 
against advice with wounds still healing and _ in- 
travenous drips still going. 

2. Bleeding type (hemorrhagica histrionica )— 
characterized by harrowing bleeding symptoms. 

3. Neurological type (neurologica diabolica )—in 
which the patient presents with unusual yet often 
convincing fits, spells, faints, anesthesias, and the 
like. 

A fourth variety may be added: the cutaneous 
type (dermatitis autogenetica). At least one exam- 
ple of this variant is known, and was discovered at 
the University of Virginia Hospital. A young coal 
miner learned that he had a skin allergy to thiom- 
erosal ( Merthiolate ), and annointed his entire body, 
including his eyes, with a clear solution of this 
material. This produced a severe exfoliative derma- 
titis which served to get him into many hospitals in 
West Virginia and Virginia. He was found surrep- 
titiously applying thiomerosal from a bottle kept 
hidden in a suitcase under his bed. The dermatitis 
cleared promptly when the bottle was confiscated. 

Our sailor would seem to have both the abdom- 
inal and hemorrhagic varieties of the disorder, hav- 
ing the abdominal kind early in his career, and 
shifting to the bleeding kind in later years. 

Patients with Munchausen’s syndrome character- 
istically arrive at the emergency room with what 
seems to be an acute organic illness. Their history 
is superficially plausible, but is a fabric of false- 
hood interwoven with fact. Many surgical scars 
usually crisscross the abdomen. They have an “eva- 
sive and truculent manner.” * Investigations eventu- 
ally disclose that these patients have attended an 
amazing number of hospitals from which they have 
escaped or left against advice after quarreling with 
the doctors and nurses. Their wailets contain “nu- 
merous hospital attendance cards, insurance claims 
forms, and litigious correspondence.” * Their toler- 
ance for procedures is remarkable on admission, but 
diminishes rapidly, and invariably they become un- 
cooperative after a few days in the hospital. 
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After publication of Asher’s article, many exam- 
ples of Munchausen’s syndrome were reported in 
British journals. The most striking is one of the 
bleeding type in which the subject’s gory actions 
are similar to those of our own sailor-wrestler-baron. 
This spurious bleeder has been reported many 
times ° and has been known as a hospital vagrant 
since before 1951. He is most often found lying on 
the ground in a pool of blood a short distance from 
a hospital of his choosing. He tells the admitting 
doctors that he is an aspiring priest en route to a 
monastery. He bleeds from the eyes, ears, nose, and 
urethra. He tells his awestruck audience that he has 
had a splenectomy, and casually remarks that his 
“step-brother has Christmas disease.” This titillat- 
ing statement alone is usually good for a few days 
on a hematology service. He produces bleeding by 
traumatizing his nasal mucosa and_ transferring 
blood to his eyes and ears with his fingers. Hema- 
turia is simulated by soaking bits of cloth in blood 
and then swishing them about in his urine speci- 
men. He has visited innumerable hospitals in Eng- 
land and Ireland; his only occupation is that of a 
professional patient. 

Other factitious bleeders have been reported in 
Britain “ as examples of Munchausen’s syndrome. A 
similar type of hospital vagrancy has been reported 
in Germany.” No cases quite like Munchausen’s syn- 
drome have been reported in the United States. 
The most nearly similar is the patient with dia- 
phragmatic flutter simulating angina, who made 
the rounds of a number of hospitals in this country, 
and was first reported in 1936.'° Other patients 
have mimicked symptoms by any one of a variety of 
ways, ranging from the ingenuous to the ingenious. 
They have simulated pulmonary edema by aspirat- 
ing water from a drinking fountain, hematuria has 
been produced by traumatizing the urethra with a 
broomstraw, fevers have resulted from various tricks 
done to thermometers,’ and meningitis has been 
simulated realistically.’ 

Motivation in Munchausen’s syndrome remains 
obscure, and this constitutes the most intriguing 
aspect of the problem. Although intentions have 
been announced to do “extensive research into Mun- 
chausen’s syndrome,” ** no plausible explanation for 
such behavior has yet been offered. These strange 
derelicts spend their lives in senseless pursuits which 
often result in rigorous procedures for which they 
have a flagrant disregard. 

A number of explanations have been suggested * 
in an effort to account for the existence of the syn- 
drome: 

1. Possibly these people get pathological enjoy- 
ment from the dramatic role of the patient. Posses- 
sing terrifying and attention-drawing symptoms, 
they relish becoming the cynosure in the chain of 
exciting events that inevitably follows their dra- 
matic appearance in the emergency room. 
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2. Perhaps they harbor a grudge against the med- 
ical profession and resort to this devious method to 
“get even.” If so, they must also have an innate 
trust of doctors, for they allow surgical operations 
and other dangerous procedures to be performed. 

3. Desire for drugs is a possible motivation. Cer- 
tainly much of the Munchausen patient's technique 
in gaining medical attention is like that of some 
addicts. They are able to do without the drugs with 
impunity, however, as did our patient. Obtaining 
drugs may simply be another facet of their general 
exploitation of hospital facilities and medical good 
will. 

4. Some may use hospitals as a hiding place from 
the police. To prolong their status as patients they 
swallow foreign objects, interfere with their wounds, 
or manipulate thermometers. 

5. Still others may use the technique as an elab- 
orate scheme for procuring free lodging, even 
though they realize that diagnostic studies will en- 
sue. Most people would regard this as an exhorbi- 
tant price for bed and board. 

6. It is also likely that masochism, psychopathic 
personality, hysteria, schizophrenia, or other psy- 
choses may underlie the unique behavior pattern. 

7. A final postulation '* is that the patients are 
originally victims of medical mismanagement; that 
they suffer from undiagnosed, misdiagnosed, or in- 
curable conditions; that unnecessary or unsuccessful 
operations have been done on them; and that the 
behavior pattern represents a psychopathic accre- 
tion built upon the victim’s reactions to recurrent 
symptoms of a frightening nature. Though this line 
of thought might explain one or two episodes of 
Munchausen-type shenanigans, it does not explain 
why these patients persist in their unusual mode of 
existence, 

Certainly the patient described here has had the 
benefit of lavish medical investigations; it seems 
improbable that any organic disorder could have 
gone undetected. Even assuming that a lesion caus- 
ing hemoptysis had escaped diagnosis, what purpose 
is served in entering so many hospitals? By conceal- 
ing his history and fabricating a new presenting 
illness for each new hospital, the patient does him- 
self a great disservice. By the time the Munchausen- 
type pattern has become established, the patient is 
a candidate for a mental institution, regardless of 
whether or not he has an organic lesion to explain 
all of his symptoms. 

Although it is quite possible that such patients 
suffer from a variety of basic personality disorders, 
neuroses, or psychoses, yet their behavior is so 
consistent, and the pattern so similar, that one can 
regard them as a group. The need for a term appli- 
cable to this group becomes apparent when one 
lists the various psychiatric diagnoses our merchant 
seaman has been given: “paranoid,” “severe para- 
noid schizophrenic,’ “psychopath,” “personality trait 
disturbance, passive-aggressive personality,” and 
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“psychopathic personality with overtones of para- 
noid schizophrenia.” None of these convey much 
insight into the patient's problem, and do not depict 
his bizarre behavior. The term Munchausen’s syn- 
drome conveys a clear idea of a clinical picture to 
those familiar with the term. 

It is interesting that no cases of Munchausen’s 
syndrome have been reported in the United States. 
Possibly there are more such cases in England be- 
cause of the socialistic medical practice in that 
country. However, it should be pointed out that 
the patient described here has had no difficulty 
gaining entrance to any hospital, nor has any ex- 
pensive procedure or treatment been denied him, in 
spite of his failure to pay his bill or to offer pay- 
ment, There may be many more examples of Mun- 
chausen’s syndrome traveling about in this country 
who have escaped recognition, If this is true, then 
a great amount of trouble and expense is being 
wasted. Our patient alone has bills approximating 
$2,000 at each of six or more hospitals. Blood that 
might have been used to better advantage has been 
spilled ostentatiously by him from some still un- 
discovered source. 

Suggestions have been made that a sort of “inter- 
national rogue’s gallery” of individuals with Mun- 
chausen’s syndrome be compiled and distributed 
among the medical profession.'? This probably 
would be impractical and perhaps often unfair, and 
so it is hoped that publication of this article will 
serve to alert the profession to the peregrinating 
baron described here as well as to others of the 
same ilk. 

Summary and Conclusions 


The case of a 39-year-old merchant seaman is a 
remarkable example of hospital vagrancy and spuri- 
ous hemoptysis. Similar patients in Britain have 
been said to have Munchausen’s syndrome because 
their wide travels and fanciful histories are reminis- 
cent of the travels and adventures of fiction’s Baron 
Munchausen. Such patients constitute an economic 
threat and an extreme nuisance to the hospital they 
choose to visit, for their deception invariably re- 
sults in numerous diagnostic and therapeutic pro- 
cedures. Publicizing their histories in journals, there- 
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by alerting the medical profession, seems the only 
effective way of coping with them. Appropriate dis- 
position would be confinement in a mental hospital. 
Such patients have enough social and mental quirks 
to merit permanent custodial care, otherwise their 
exploitation of medical facilities will go on indefi- 
nitely. 
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Myocardial Revascularization.—Coronary artery heart disease is a degenerative disease and is 
the number one killer of the adult male. Atherosclerosis, the basic pathology of coronary 
artery heart disease, is an as yet incompletely understood aberration of fat metabolism. The 
understanding of the pathogenesis of atherosclerosis and its prevention will ultimately be the 
definitive treatment of coronary artery heart disease. The mortality rate of ligation of the de- 
scending branch of the [left] coronary artery [is] 23% in our laboratory. Death occurred only 
when the septal blood supply [was] also cut off. Revascularization of the myocardium can pro- 
tect the heart in properly selected cases from death in subsequent coronary occlusions. It can 
prevent pain of ischemia by redistributing blood more uniformly throughout the myocardium. 
—E. Marcus, M.D., E. E. Hasbrouck, M.D., and S. N. T. Wong, M.D., Myocardial Revascular- 
ization, A. M. A. Archives of Surgery, February, 1957. 
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INDUSTRIAL INJURY—THE PRACTICAL NEED 
FOR EVALUATION OF CAPABILITY 


Leonard J. Yamshon, M.D., Los Angeles 


In any discussion of rehabilitation, one must auto- 
matically adhere to the premise that there is no sub- 
stitute for earning capacity. It therefore becomes the 
moral responsibility for all who deal with the in- 
jured individual to protect and increase his earning 
capacity. A financial settlement cannot adequately 
protect him. The false sense of security of X dollars 
a week for Y number of weeks will not protect him. 
The greatest protection of his security lies within 
his own capabilities and in his own ability to exploit 
himself. 

Once a man has suffered a disability, he forfeits 
his position in the world he knows as it moves on 
ahead of him. How far behind he lags will depend 
upon the severity of the injury, his psychological 
make-up, and what tow-ropes are available to which 
he can cling so as not to be left so far behind he 
cannot catch up. 

This paper concerns one of these tow-ropes—re- 
habilitation. Rehabilitation is defined as follows: “to 
restore to a former rank, or right, to reinstate, to 
vindicate, to restore to solvency, efficiency; to put 
in condition, to make one’s livelihood again,” and 
allow me to add my definition—to protect one’s 
earning capacity by increasing one’s capabilities. By 
inference, as far as the injured individual is con- 
cerned, this means that a maximum reduction of 
disability is imperative. 

Strictly speaking, rehabilitation is a team ap- 
proach which utilizes many services, not only medi- 
cal but social and vocational as well. As a result, 
when one commonly thinks in terms of rehabilita- 
tion, the assumption is that the person with whom 
one is dealing has a disability of such magnitude 
that a change of occupation is imperative and either 
special equipment or special training is required to 
make him employable. Consequently rehabilitation 
centers have been concerned primarily with people 
with severe disabilities such as paraplegia, hemi- 
plegia, amputation, severe poliomyelitis, and cere- 
bral palsy. These centers with their total approach 
are extremely important. They are a must for the 
severely disabled. In this country rehabilitation 
centers, with the exception of the Veterans Admin- 
istration, are generally either community-sponsored, 
group-sponsored, or associated with a medical 
teaching institution. 

Many of the sources mentioned concentrate on 
physical restoration or medical rehabilitation and 
are limited in the extent of the vocational aspects, 
performing mainly prevocational testing and prevo- 
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There are many highly specialized reha- 
bilitation centers for the severely disabled 
and many sources for treatment of minor in- 
juries, but there are comparatively few 
sources for complete physical treatment de- 
signed for people with moderately severe 
injuries who anticipate returning to their 
previous occupations or some modification 
of their normal employment. In many in- 
stances it is the responsibility of the physician 
to determine whether the injured person is 
employable. It must be recognized that an 
individual with a given disability may be 
able to perform under certain working con- 
ditions and fail completely in a different 
working situation. It is felt that present fa- 
cilities, no matter how extensive, often fail 
to recondition properly, by not simulating 
true working conditions. Practical proof is 
needed to evaluate whether a worker can 
perform his previous occupation, or whether 
retraining is required. 


cational training. In addition, there are a number 
of sources of rehabilitation which attack the prob- 
lem primarily from the vocational aspect. The vo- 
cational centers are in reality sheltered workshops. 
Naturally these centers vary in their approach, ap- 
plication, and extensiveness depending upon their 
purposes and the objectives for which they were 
founded. While there are many sources that treat 
the industrially injured, there are few that actually 
cater to the industrially injured and that primarily 
direct treatment to reducing disability factors as 
defined by law. 

In summation we find we have highly special- 
ized centers for the severely disabled, many sources 
for treatment of minor injuries, but comparatively 
few sources for complete physical treatment de- 
signed for people with moderately severe injuries 
who anticipate returning to their previous occupa- 
tions or some modification of their normal employ- 
ment. 

It must be reemphasized and remembered that for 
every severely injured patient requiring total reha- 
bilitation there are at least 50 requiring extensive and 
intensive medical rehabilitation. These are frequent- 
ly the forgotten men. Their cases often reach a point 
of dispute. They are the ones who frequently suffer 
the great loss and unnecessary permanent disability. 
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While medical rehabilitation includes the utiliza- 
tion of all branches of medicine, it should be under- 
stood that the references in this paper to treatment 
will be confined to restoration by utilization of 
conservative physical means. Actually, this com- 
munication is a presentation of the theoretical con- 
sideration: Should a practical realistic rehabilitation 
treatment program be established which will return 
the injured person to his former occupation, or, 
failing in this objective, prove he is incapable of 
performing his former occupation? 


Responsibility in Rehabilitation 


Under the existing compensation law it is the 
obligation of the insurance carrier to provide treat- 
ment which will cure or relieve a disability incurred 
as the result of employment. Theoretically, maxi- 
mum benefit from treatment has not been attained 
until the patient has been restored to some form of 
gainful employment and the effect of the injury on 
the injured person is minimized. Unfortunately, both 
the questions of employability and of maximum 
benefit from treatment frequently become matters 
of dispute. 

In many instances it becomes the responsibility 
of a physician to determine whether the injured is 
employable, It is common for the physician to state 
that the patient can return to work while the patient 
insists he is incapable of fulfilling the job re- 
quirements. It must be recognized that there are 
numerous extraneous factors which influence these 
opinions. In many instances these factors are in- 
tangible and stem from psychological influences. 
Some of the psychic influences on the patient are 
feelings of insecurity, fear of discharge for nonper- 
formance, fear of a second similar kind of injury, 
and depression from prolonged inertia and defeat- 
ism. 

Only too frequently the physician’s statement of 
work ability is as subjective as are the patient's 
complaints. The physician, in formulating his opin- 
ion, may be basing his conclusions upon average 
experience of similar cases. He may feel the com- 
plaints are exaggerated, he may actually be biased— 
or “pressurized”—in favor of the insurance carrier, 
or he may be overly sympathetic toward the patient. 
This is particularly true in borderline cases where it 
is difficult to evaluate the true extent of disability. 

It must be recognized in evaluation that an indi- 
vidual with a given disability may be able to per- 
form under certain working conditions and _ fail 
completely in a different working situation. Con- 
sequently it is a common experience for him, upon 
being returned to work, to find himself actually in- 
capable of performing an average day’s work. 

In disputed cases the patient may be discharged 
with recommendation of assignment to light work 
and all medical and compensation benefits suddenly 
terminated. In some cases this only serves to lose 
control of the case as the patient neither receives 
medical attention nor returns to work. At this point 
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the injured person usually appeals his case to the 
Industrial Accident Commission, and many valuable 
weeks may be lost while a ruling is awaited. In ad- 
dition, because of dissatisfaction and stimulation of 
insecurities, the subjective complaints are increased. 

In these questionable circumstances, unless the 
physician is aware of the total requirements of the 
work situation and is fully cognizant of the capabil- 
ities of the injured person as applied to that particu- 
lar work situation, it becomes impossible for him to 
properly evaluate employability. Therefore, in de- 
termining when an individual should return to work 
the physician must estimate and evaluate the fol- 
lowing points: (1) the individual's subjective com- 
plaints, (2) the degree of disability, (3) the nature 
of the injury, (4) the requirements of the job, and 
(5) the individual's true working capacity. 

From the point of view of the injured person, 
light work consists of any job that he can perform, 
within the limitations of his abilities, that is not as 
physically demanding as his normal occupation. 
Therefore, by nature of this definition, light work 
will vary depending upon the type of injury. For 
example, in the case of a leg injury, light work 
would consist of any type of activity of the upper 
extremities, with various degrees of restriction of 
weight bearing. Another example would be, in the 
case of an upper extremity injury, work activity re- 
quiring the use of the opposite uninjured upper ex- 
tremity or possibly limited activity of the injured 
extremity. In the case of back injury it may mean 
work modifying or restricting the amount of stoop- 
ing and lifting involved. It is obvious that each sit- 
uation would have to be considered on the basis of 
its own merit. If the employer is a large concern 
that can provide work with a variation in physical 
demands, the injured person frequently can be fitted 
into the organization readily. A small employer may 
find it more difficult to find suitable activities. The 
employer may not be in a financial position, due to 
competitive factors or because of lack of capital- 
ization, to carry the responsibility of reemployment 
until the individual is capable of performing a full 
day's work. 

Then there is that other great category of em- 
ployers who hire by the job. In a situation of this 
type the employer feels no obligation to rehire the 
same employees when the job is completed. This is 
particularly true for construction workers and mem- 
bers of the building trades who are hired by the 
job, Certainly these employers will not deliberately 
hire a man for light work. Furthermore, if they find 
a man is incapable of performing what they consider 
to be a normal day’s work, the man is discharged. 


Attitudes in Rehabilitation 


Considerable experience with a physical medicine 
rehabilitation service which was designed primarily 
to answer the needs of the industrially injured work- 
man with moderately severe disabilities and in 
which treatment has been aimed squarely at reduc- 
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ing the factors of disability, such as loss of motion, 
atrophy, and subjective complaints, has been en- 
lightening as to the treatment requirements of the 
industrially injured. Originally, stock answers en- 
countered when presenting a treatment answer for 
these physical disability problems were the untrue 
statements “let them work it out for themselves,” 
“they get better anyhow,” “let nature take its course,” 
“if they want to work on it, they will overcome the 
disability by themselves.” A do-only-what-was-ab- 
solutely-necessary attitude was prevalent, Conse- 
quently one was and still is to some extent able to 
categorize many of these injured individuals into 
groups: 

Group | consists of those who are medically neg- 
lected and allowed to drift because of (a) refusal 
to accept liability or (b) “lets wait and see if it 
wont improve by itself” attitude. These people 
frequently have a reducible disability which by 
being untreated or inadequately treated results in 
permanent disability by the development of fixed 
irreversible tissue changes. 

Group 2 includes those who fail to receive proper 
guidance and, as a result, have no insight into their 
condition, which leads to an intensification of their 
anxieties and insecurities until they reach the point 
where their disabilities become the only means by 
which they can justify to themselves their inability 
to support themselves and their dependents. This 
category includes those who have lost confidence in 
themselves and in their own abilities. Included also 
are those who have been both physically and spirit- 
ually broken to the point where they themselves do 
not know what they can or cannot do. 

Group 3 comprises those who, as a result of the 
injury and/or prolonged inactivity, are decondi- 
tioned to the point that they cannot work even 
though they desire to do so. 

On the other hand, if adequate proper treatment 
is instituted early, not only is the injured aided, but, 
by retlection, others concerned with him and his 
problems are also benefited. To be more specific, if 
the individual is helped in such a manner as to 
reduce his disability the following benefits are de- 
rived: 1. Most important, his earning capacity has 
been protected, 2. The employer has salvaged an 
experienced employee who knows his job and the 
standard operating procedure of accomplishment. 
3. The permanent disability rating cost is reduced, 

The fact that he has only limited motion of his 
wrist, for example, does not concern the injured 
person so much if he feels certain in his mind that 
he can earn a living, that as much has been done 
for him as modern medicine allows, and that he has 
been fairly compensated for his loss. In my expe- 
rience, the vast majority of patients place the dis- 
ability rating last. Their first concern is whether 
they are being treated in the best manner possible 
and the second, how long they are going to be off 
work. 
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What can we do to help these individuals? First, 
we must look upon them as individuals. Second, we 
must make them look upon themselves as individ- 
uals. Third, we must take the dollar sign off of dis- 
ability and invest those dollars to produce capability. 
Fourth, when necessary we must force realization of 
responsibility. Fifth, if disputed, we must demand 
objective proof or disproof of work capability. Sixth, 
we must condemn and prevent beating the injured 
into submission by financial pressures. Seventh, we 
must not condone or encourage settlement of disabili- 
ties if it is possible that medical treatment will reduce 
that disability; and we must make every effort to see 
that needed and proper medical treatment is a con- 
tinuous uninterrupted process so as to prevent retro- 
gression and permanent changes in the tissues. 
Eighth, we must condemn irresponsible action and 
unwarranted claim jumping on the part of the in- 
jured and the claim that nonindustrial injuries are 
due to employment, and we must vigorously stamp 
out the evils associated with the so-called gold cure. 

In my opinion there is only one fundamental ques- 
tion involved in considering the need for rehabili- 
tation, and that is—will the treatment be of benefit 
to him, the injured? I do not believe that the ques- 
tion of cost should have any bearing on whether 
more extensive treatment should be provided. In 
my observations the ultimate cost factors increase 
in direct proportion to the denial of treatment and 
to the inadequacy of treatment provided. But the 
determination of both the extent and the quality of 
treatment is usually based upon the recommenda- 
tion of a physician, just as it is frequently the physi- 
cian’s responsibility to determine employability. 
With few exceptions the recommendation for spe- 
cialized treatment must come from a physician who 
is not in a position to provide that treatment him- 
self. If for some reason, such as lack of information, 
disregard for human values, or personal reasons, 
the physician does not properly evaluate the need 
for more specific treatment than he can provide 
himself, the injured person must either suffer or take 
steps for his own protection. It is no wonder then 
that so many of these cases become matters of dis- 
pute. 

To actually determine the accuracy of our medi- 
cal judgment we physicians must first look at our- 
selves critically and see why the injured person fails 
on attempting to return to work. In my experience 
the main reasons are as follows: 

1. There is no such thing as modified or light 
work unless the employer desires it. Where there is 
an understanding employer, the individual may be 
given an opportunity to gradually adjust to the 
working situation. This transition to full work has 
proved to be even more effective if treatment has 
been continued during the adjustment phase. 
2. There has been improper general recondition- 
ing, especially in cases where there has been pro- 
longed disability. It is a fact that when an injured 
man has been off work longer than a few weeks he 
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becomes deconditioned. He must be reconditioned 
to become capable of performing a full day’s work. 
It is a common experience that, in spite of improve- 
ment with treatment, the patient returning to work 
suffers from increased soreness, generalized fatigue, 
and weakness lasting weeks or even months. 3. Some- 
times there is an inadequate reduction of disability. 
A certain percentage of individuals fail on attempt- 
ing even modified work, and they must be returned 
temporarily to a status of total disability for a vari- 
able period of time before work is attempted again. 
4, The injured himself fails to recognize the need 
for modification of employment, especially in in- 
stances where there is a degree of permanent dis- 
ability which prevents him from performing his 
previous occupation. 5. Failure to carry over medi- 
cal treatment during the initial weeks of reemploy- 
ment results in aggravation of symptoms. 6. Fear of 
discharge for inability to perform leads to failure. 

In addition there are certain factors which aggra- 
vate and prolong disability because they interrupt 
and delay treatment and place the individual in a 
state of confusion. They are repeated denial of treat- 
ment, conflicting medical reports, and sudden with- 
drawal of compensation without notice. 

There is nothing so discouraging for a patient 
who is making every effort to cooperate, and who 
is actually making progress on the road to recovery, 
as to suddenly find himself stranded as a result of 
the conclusion derived from a special medical ex- 
amination, 

Present treatment facilities, no matter how ex- 
tensive, often fail to recondition properly. In the 
United States they do not simulate true working con- 
ditions. Most treatment not only fails to stress func- 
tion but actually ignores the general reconditioning 
and work disciplines which are imperative. 


Previous Experience and Suggested Program 
for Rehabilitation 


The muscles used in work may be different from 
the muscles injured. The statement that work is the 
best treatment is frequently erroneous in that the 
work load may be excessive and nonspecific and the 
muscles may decompensate under the strain. On the 
other hand, therapeutic exercises for the involved 
parts do not recondition the body as a whole. Thera- 
peutic exercises build strength but not endurance. 
The strength and endurance required can be ac- 
complished only by a graded program which is 
specifically designed to this end. This is especially 
true for older workmen. The prolonged decondition- 
ing is, in some cases, more detrimental than the 
physical disability resulting from the injury. 

In order to have some practical experience and 
to evaluate the need for a more adequate treatment 
program, a building was constructed utilizing wher- 
ever possible men over 45 and men with physical 
disabilities. Several conclusions were soon obvious. 
The average older workman cannot work a full work 
day without fatigue, which becomes more apparent 
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as the work week proceeds, particularly if there is 
considerable physical effort involved; he cannot 
produce competitively against younger men on a 
full-day basis; and he frequently refuses to recog- 
nize his own physical limitations. 

From this experience, it was found that the aver- 
age older man cannot be hired in a competitive 
arduous work situation. Older men and men with 
physical disabilities who follow construction trades 
can be hired under selected working conditions; 
they can be hired competitively on an hourly basis 
provided either the number of hours worked each 
day or the amount of exertion expended is so con- 
trolled as not to exhaust their physical reserves. 

If the experience obtained in the foregoing proj- 
ect is a criterion of the ability of men who are 
actively competing in the open labor market, then 
it is reasonable to believe it is even more difficult 
for an older man to find employment if he has been 
immobilized for a prolonged period due to injury 
and has undergone, in addition, deconditioning 
from lack of generalized activity. 

The reconditioning aspects then become extreme- 
ly important for the older injured workman and the 
younger more severely injured workman because 
they have more difficulty in recovering from a dis- 
ability, they are less employable in a competitive 
labor market, and they are more likely to develop a 
feeling of insecurity and will subconsciously use 
their disabilities as a brace for their own inadequa- 
cies. 

To encourage more general reconditioning, in 
addition to specific treatment aimed at reduction 
of disability, certain selected patients were placed 
on an all-day program. This program was established 
on a purely voluntary basis. It was first suggested to 
the patient; if he agreed, the insurance carrier was 
notified. The basic principle showed prospect of 
success. However, there were certain inherent weak- 
nesses. Treatment was interrupted by the carrier for 
special examinations by physicians unfamiliar with 
the objectives of the treatment program. Insufficient 
motivation for the patient led to boredom. There 
was some gradual resentment of spending the whole 
day in treatment and, as time progressed, absentee- 
ism increased and presentation for half-day treat- 
ments became more frequent. The weaknesses dem- 
onstrated in this preliminary study were basically 
due to lack of motivation and consequently an in- 
adequate fundamental program. 

A solution to the problem could be a center for 
treatment coupled with a center for evaluation of 
capability. Distinction must be made between this 
proposed capability evaluation center and a shel- 
tered workshop. The sheltered workshop takes a 
person with a fixed disability, such as blindness, 
epilepsy, or cerebral palsy, and fits him into a pro- 
tective work situation. The job is predetermined on 
the basis of the disability. The individual receives 
a given amount of pay, usually either by piece-work 
or by the hour. These shops are permanent situa- 
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tions and unless the individual voluntarily leaves 
there is no graduation. This failure to encourage 
separation from the protected situation is a weak- 
ness that should make the use of this unmodified 
approach unacceptable for dealing with most in- 
dustrially injured persons. 

On the other hand, the capability evaluation cen- 
ter could apply the principle of the sheltered work- 
shop plus the purpose of a medical rehabilitation 
center and have as its basic purpose reduction of 
disability and building of endurance, general re- 
conditioning, and capability evaluation. To be effec- 
tive it is imperative that any program, as suggested, 
encourage function of the injured parts within the 
limitations of those parts. There must be job dis- 
ciplines which approach those of a true working 
situation. There must be cooperation and consid- 
eration both by and for the injured. There must be 
a willingness and desire for success by the injured 
and by the administrators. There must be a method 
of measurement and incentive. 

It is undoubtedly true that there are many per- 
sons who are capable of two, four, or six hours’ 
work, but not of eight hours’ continuous work at 
productive labor. By controlling the work situation, 
in time and in nature, the individual’s work capacity 
and endurance could be more effectively deter- 
mined. From the psychological viewpoint it is im- 
portant that work should be of a productive nature, 
for it would demonstrate to the individual that he 
is capable of gainful employment. Productive work 
would also serve to reindoctrinate him into a work- 
ing situation. 

Although it is of course impractical to duplicate 
all types of occupations, if sufficient graduations of 
work level could be provided and work disciplines 
maintained, then the program principle would have 
the prospect of success. Making this program opera- 
tive would require the cooperation of the incapaci- 
tated person and the insurance industry. Some of 
the stumbling blocks so far as the individual is con- 
cerned might be lack of incentive, fear of loss of 
compensation, and fear of loss of rating. 

The lack of incentive can be overcome by allow- 
ing some additional remuneration for work accom- 
plished. This should be over and above compensation 
payment. Since work ability would vary, being very 
low initially and increasing toward normal, it is 
suggested that it be done on a piece-work basis or 
on a gradually increasing hourly pay basis, the pay 
scale being in proportion to normal work accom- 
plished. It would naturally follow that a patient's 
increase in physical capacity and work tolerance 
would parallel his increase in productivity and con- 
sequently his earning capacity. It would be of para- 
mount importance that in no circumstance could 
the individual receive the full amount he normally 
received in employment. Otherwise there would be 
no inducement to graduate. The supervisory and 
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administrative cost, when added to the patient's 
additional remuneration, would produce a product 
at a cost approximating that of normal labor. 

There should be an explanation to the injured 
person of the basis of rating of the Industrial Ac- 
cident Commission. He should be made to under- 
stand that it is not to his advantage to be nonpro- 
ductive. He should know that he can never recap- 
ture his lost wages. He should know that his rating 
will depend on the degree of permanent disability 
when his condition is considered fixed and static and 
not likely to improve. He should be educated to 
the fact that, if he allows the permanent disability 
to reach a point where it interferes with his future 
earning capacity, his loss of earning power will ex- 
ceed whatever he may possibly gain by his final 
financial award. 

It is realized that there are many technical ob- 
jections to the proposed plan, yet the proposed plan 
offers certain advantages to the injured. It presents 
a method whereby his abilities can be more realis- 
tically and objectively evaluated, and it would give 
practical proof of whether he can perform his pre- 
vious occupation or if he requires retraining for a 
new employment. It would increase his work toler- 
ance in a gradual manner and prepare him more 
adequately for normal productive labor. It would 
give him some additional financia! assistance at a 
time when he needed it most. It would give him 
insight into his own abilities and limitations in terms 
which he himself can comprehend. It would reduce 
his disability, improve his capability, and increase 
his earning capacity. 


Summary 


A program for evaluation of the capabilities of the 
industrially injured person and for treatment of his 
disability could be used to attempt to return the 
individual to some form of gainful employment, to 
increase his earning capacity and capabilities, and 
give him insight into his abilities. Patients should 
be selected and should agree to participate volun- 
tarily. The participants should receive some addi- 
tional remuneration over and above compensation. 
The total remuneration should not be as great as 
would ordinarily be earned, lest it reduce incentive 
to return to normal employment channels. 

This program would in effect reduce disability 
factors in some cases and would serve at the same 
time to give a clearer picture as to true perma- 
nent disability factors in other cases. It would be a 
visual demonstration to the individual of his own 
capabilities in terms which he himself can compre- 
hend. It would give a positive objective medical 
viewpoint as to whether the individual actually is 
capable of working and of his working capacity. If 
properly administered this program would give an 
unbiased approach which would serve as protection 
to all parties participating. 

224 N. Serrano Ave. (4). 
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THE STORY OF THE SECTION ON ANESTHESIOLOGY 
OF THE AMERICAN MEDICAL ASSOCIATION 


Scott M. Smith, M.D., Salt Lake City 


The formation of the Section on Anesthesiology 
of the American Medical Association was a difficult 
task, requiring tremendous energy, perseverance, 
tolerance, patience, and endurance. The course of its 
formation was by various and devious routes, Prog- 
ress was hampered, slowed, and on some occasions 
halted, but the burning desire for its establishment 
never flickered in the minds of the founders. 

Organized anesthesia in the United States stems 
from the Long Island Society of Anesthetists. The 
formation of the Long Island Society of Anesthetists 
occurred on Oct. 6, 1905, as the result of a meeting 
of a group of physician anesthetists at the invitation 
of Dr, A. F. Erdman, This society was the fore- 
runner of our present organization and is the second 
oldest anesthesia society in the world. The London 
Society of Anesthetists was founded in 1893. The 
name of the Long Island Society of Anesthetists was 
officially changed to the New York Society of Anes- 
thetists in 1911. Plans were discussed for the forma- 
tion of a national society of anesthetists at the May 
15, 1912, meeting of the New York Society of Anes- 
thetists. At this meeting the executive committee 
was instructed to confer with the officers of the 
American Medical Association about forming a sec- 
tion on anesthesia. It was decided to hold the meet- 
ing for the contemplated organization of the national 
society after the symposium on anesthesia to be 
held at the American Medical Association meeting 
in Atlantic City in June. 

As with other specialties, when our country went 
to war in 1917, the New York Society of Anesthetists 
adopted a resolution calling the attention of the 
Secretary of War and the Secretary of the Navy to 
the importance of anesthesia and offering their serv- 
ices as individuals to give instruction in anesthesia 
and to serve their country. 

With World War I a matter of history, efforts 
were again made in 1921 to secure a section on 
anesthesia in the American Medical Association. 
Letters were sent to the Secretary and representa- 
tives were sent to the committees of the American 
Medical Association for the next 10 years without 
success. By 1933, attention was directed to certify- 
ing members of the New York Society of Anesthe- 
tists in order to elevate their status. A Certification 
Committee made its final report in December, and a 
constitutional amendment setting up proceedings 
for fellowships was adopted. This move became the 
spur for entrance into the American Medical Asso- 
ciation, 


Chairman’s address, read before the Section on Anesthesiology at the 
106th Annual Meeting of the American Medical Association, New York, 
June 6, 1957. 


Establishment of the Section on Anesthe- 
siology by vote of the House of Delegates in 
1940 represented the fruition of 35 years of 
work. It meant that anesthesia was recog- 
nized as a specialty. An impressive list of 
scientific papers and exhibits have been 
contributed at annual conventions. The ad- 
vances in anesthesiology implied in these nu- 
merous contributions, and the corresponding 
gains for the safety of the surgical patient, 
are beyond calculation. Further tremendous 
advances are in prospect. New pharmaceuti- 
cals, equipment, and methods need to be 
developed, and the benefits of new tech- 
niques must be made available to every pa- 
tient. Efforts to disseminate knowledge, to 
build understanding, and to attract qualified 
physicians into the specialty must be re- 


doubled. 


Recognition of Anesthesiology as a Specialty 


In 1933-1934 the Advisory Board for Medical 
Specialties was set up by the American Medical 
Association. Unfortunately, only organizations who 
had sections in the American Medical Association 
were included in the Milwaukee meeting of Feb- 
ruary, 1934. The requirement of the Advisory Board 
that its component bodies come from the related 
sections of the American Medical Association barred 
any consideration for anesthesia. 

T. D. Buchanan, of the New York Society of Anes- 
thetists, prophetically suggested that perhaps anes- 
thesia could qualify under the related Section of 
Surgery and that possibly the point might be gotten 
around in that way. Buchanan also felt that the pur- 
pose of certification was not only personal gratifi- 
cation to the individual in that he had passed a 
formal examination but that anesthesia would thus 
be recognized as a full and distinct specialty by the 
American Medical Association. 

Late in 1934, the Committee on Certification was 
empowered to print application blanks. The Com- 
mittee set up plans for holding examinations twice 
a year. By Oct. 10, 1935, the Fellowship Committee 
was able to report that they had already received 
requests for certification from 23 states. At this 
meeting it was announced that a Section of Anes- 
thesia of the Indiana State Medical Society had held 
its first meeting. California formed a Section of 
Anesthesiology in the State Medical Society in 1920. 
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The national flavor given to the certification proce- 
dure by the representation of members from the 23 
states aroused hope that the American Medical 
Association would recognize the specialty of anes- 
thesia. 

In February, 1936, the name of the New York 
Society of Anesthetists was changed to that of the 
American Society of Anesthetists, in order to make 
the society a national society in anesthesia in name 
as well as in fact. The first business after changing 
the name was the appointment of John S. Lundy 
as delegate to a meeting in Chicago of the Guiding 
Committee of the American Medical Association 
and of the Advisory Board for Medical Specialties to 
represent the American Society of Anesthetists in 
speeding representation. (Dr. Lundy informed me 
that from this time on the A. M, A. Headquarters 
was the stopping place for him any time he went 
near Chicago until the Section was granted. ) 

The members of the American Society of Anes- 
thetists were urged to attend the American Medical 
Association meeting at Atlantic City in June, 1937, 
and to register in the Section on Surgery, adding the 
word “anesthesia” in parentheses. Dr. Ralph M. 
Tovell, in the meantime, had reported that three 
representatives from the surgical section (general 
and abdominal) of the American Medical Asso- 
ciation had been appointed to meet with representa- 
tives of the American Society of Anesthetists and 
the American Regional Society of Anesthetists to 
consider and facilitate the formation of a Board of 
Anesthesia. At this meeting in October, 1936, it was 
recommended that the anesthetists’ representatives 
to the Board be appointed from the Section on Sur- 
gery (General and Abdominal ). The first represen- 
tatives were to be fellows of the American Society 
of Anesthetists. With this recommendation, the sur- 
gical section accepted the responsibility of spon- 
soring anesthesia as a related section. They also 
placed two members of the American Society of 
Anesthetists on the surgical program for the Scien- 
tific Session of 1937. 

At the instigation of Sise and Lahey, the Ameri- 
can Medical Association officially invited the Ameri- 
can Society to prepare or suggest the preparation of 
a scientific exhibit on anesthesia at the Atlantic City 
convention. The scientific exhibit on anesthesia was 
presented by the Committee on Scientific Exhibits 
of the Board of Trustees of the American Medical 
Association under the guidance of a special com- 
mittee composed of D. Chester Brown, chairman, 
Danbury, Conn.; Frank H. Lahey, Boston; and Paul 
Nicholas Leech, Chicago. Details of the exhibit were 
worked out by the members of the various anes- 
thesia organizations throughout the country, 

A pamphlet was prepared for distribution depict- 
ing the details of the 1937 exhibit. The topics cov- 
ered were (1) how a department of anesthesia in 
a hospital can carry some of the load from other 
departments in the hospital; (2) an ideal anesthesia 
service, showing its connections with other depart- 
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ments of a university; (3) a practical organization 
of a department of anesthesia in a large hospital or 
clinic; (4) medical instruction in anesthesia; (5) 
pathological and mechanical factors which may 
affect the transport of oxygen, carbon dioxide, and 
ether; and (6) books and journals devoted to anes- 
thesia and its problems. 

A similar special exhibit on anesthesia was pre- 
sented in 1938 and in 1939. Dr. Ralph Waters has 
been termed the “guiding genius” of these special 
exhibits. The book “Fundamentals of Anesthesia,” 
published by the American Medical Association, 
was the direct result of these special exhibits. 

As a final step toward approval, at the meeting 
in Chicago setting up the American Board of Sur- 
gery, the Advisory Board for Medical Specialties 
recommended that the American Society of Anes- 
thetists apply to the American Board of Surgery for 
an opportunity to come in on the basis of an Affiliate 
Board. The plans for affiliation of the American 
Board of Anesthesiology and the American Board 
of Surgery were completed on June 2, 1937. In Feb- 
ruary, 1938, the Advisory Board for Medical Spe- 
cialties approved the affiliation and the American 
Board of Anesthesiology proceeded with its incor- 
poration in the state of New York. In 1941 the Ad- 
visory Board for Medical Specialties approved the 
establishment of the American Board of Anesthesi- 
ology as a separate major board with the unanimous 
consent of all the participating societies and boards. 


Establishment of Section on Anesthesiology 


A tremendous amount of time and effort had been 
expended on the part of many people in obtaining 
the approval of the American Board. However, since 
1912 the goal had been the establishment of a Sec- 
tion on Anesthesia of the American Medical Asso- 
ciation. All of the effort spent on the American 
Board had been instigated originally for the Section 
on Anesthesia. 

James T. Gwathmey had made repeated efforts 
to have the American Medical Association establish 
a Section on Anesthesia at the June meeting in 1921. 
The section was not established. The organization 
renewed its efforts for the establishment of a section 
in 1939, Some of the states had already established 
sections on anesthesia in their state medical socie- 
ties. The New York State Medical Society was in- 
cluding a session on anesthesia at its annual meeting 
in April, 1939. Sessions on anesthesia in the Section 
on Miscellaneous Topics had been presented in 
1922, 1924, 1933, 1935, and this was to be repeated 
again in May, 1939, at the St. Louis meeting of the 
Association, 

In October, 1939, a special affiliation committee 
was appointed by the American Society to deter- 
mine the best ways and means of procedure for the 
specialty as a whole. A subcommittee of the special 
affiliations committee of the American Society of 
Anesthetists was appointed to meet with the Council 
on Scientific Assembly on Novy. 24, 1939, in Chicago. 
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The culmination of these and all other associated 
efforts was the notification by the Chairman of the 
Council on Scientific Assembly of the American 
Medical Association as reported at the regular meet- 
ing of the American Society of Anesthetists on Dec. 
15, 1939: “I wish to inform you that the Council 
agreed to give you one session this year under the 
Section of Miscellaneous Topics for your Section 
on Anesthesia. We also agreed to recommend to the 
House of Delegates that a Section on Anesthesiology 
be established.” 

This was tantamount to victory, since in the past 
the recommendation of the Council had always been 
approved by the House of Delegates. Thus, in June, 
1940, at the American Medical Association’s annual 
meeting, the House of Delegates voted unanimously 
to establish a Section on Anesthesiology. A telegram 
from the Secretary of the Association informed the 
Society of the list of officers selected for the new 
Section on Anesthesiology for 1941. This included 
the delegate to the House of Delegates from the 
new Section. A mission begun 35 years before had 
been accomplished. Anesthesia was now a recog- 
nized specialty! 

I would now like to give you at least a bird’s-eye 
view of what has happened in the Section since the 
date of its establishment. The chairmen of the Sec- 


Tasie 1.—Addresses of Chairmen of the Section on 
Anesthesiology 
Yr. Chairman 


1941 Ralph M. Waters, 
Madison, Wis. 


Title of Address 
The Chemical Absorption of 
Carbon Dioxide from Anesthetic 
Atmospheres 
1942 Thomas J. Collier, Crawford W. Long, 1815-1878 
Atlanta, Ga. 
144 Paul M. Wood, Some Aims of an Anesthesiologist 
New York 


146 Ansel M. Caine, 


New Orleans 


Group Practice of Anesthesiology 


1947 (Charles F. MeCuskey, The Status of Anesthesiology as a 
Los Angeles Specialty 

1948 Ralph M. Tovell, Anesthesiology in the Veterans 
Hartford, Conn. Administration 

1949 ©. a Metz, Anesthesia, Past and Present 
De 

1950 Surgery Before the Days of 
Toledo, Ohic Anesthesia 

1951 H. more er Professional Obligations 
Tulsa, Okla 

195 Stevens J. Martin, Anesthesiology: A Challenge 
Hartford, Conn. 

1953 Rolland J. Whitacre, The Anesthesiologist’s 
Cleveland Responsibility to the Patient 

1954 Moses H. Krakow, Anesthesia Then and Now 
New York 

1955 Ralph S. Educational Needs-— 
Miami, Fle Anesthesiologist’s Response 

1956 John S. ei New Drugs and an Era of Analgesia 


Rochester, Minn. 


and Amnesia 


tion, the year they served, and the topics of their 
addresses are given in table 1. There was no meet- 
ing of the American Medical Association in 1943 or 
in 1945 because of the war. Two secretaries have 
served the Section since its establishment. Dr. John 
S. Lundy served from 1941 to 1955. Dr. Daniel 
C. Moore has been serving since 1955, 

A total of 203 papers have been presented at the 
scientific sessions of the Section from 1941 to 1956, 
inclusive. The number of papers is, of course, more 
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or less limited by the length of the scientific session 
and by whether or not a joint session is held. Gen- 
erally speaking, there has been an increase in the 
average number given during the past five years. 

The number of scientific exhibits in the Section 
on Anesthesiology likewise shows a definite average 
increase during the past five or six years. However, 
the facilities available, depending upon where the 
meeting was held, have had a definite influence on 


TaBLe 2.—Scientific Papers and Exhibits 


Papers Exhibits 

l4 5 


the number of scientific exhibits presented. A total 
of 115 exhibits have been presented, not including 
those of the 1957 session. Table 2 gives the num- 
ber of papers and exhibits presented by year since 
the formation of the Section. The following awards 
have been made to exhibits in the Section on Scien- 
tific Exhibits: Honorable Mention to 10 exhibits; 
Certificate of Merit to 6 exhibits; Bronze Medal to 
2 exhibits; Certificate of Appreciation to 2 exhibits; 
and Special Commendation to one exhibit. 

Attendance at the scientific sessions has been 
maintained very well when compared with some of 
the other sections, A review of the attendance record 
of the Section meetings since 1944 reveals a very 
satisfactory picture. While many other sections have 
suffered a marked decrease, our Section has been 
able to maintain or increase our attendance in most 
sessions, as indicated in table 3. 

From the brief picture presented here, | am sure 
we will all agree that the activities of the Section 
have played a very important role in the over-all 
development and advancement of our specialty. 


Our Present Needs 


The work of our founders has established the 
sound foundation of technique and knowledge 
essential to a major increase in the margin of safety 
and comfort for every surgical and obstetric patient. 
Yet we cannot say that the full benefits of such tech- 
nique and knowledge are being applied to every 
patient. Great gaps exist in training and recruiting. 
Many hospitals still have no anesthesiologist on the 
staff, and others have only one or two qualified men. 
It is probable that only from one-third to one-half of 
the anesthesia for surgical and obstetric procedures 
is administered by physicians with specialized train- 
ing, 
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We have not nearly the knowledge that we desire, 
but we have the background today to make tre- 
mendous progress in the improvement of the pa- 
tient’s safety. The problem is that this knowledge 
and the benefits of all available techniques are not 
available to each patient in our hospitals. We recog- 
nize the importance of new pharmaceuticals and 
new equipment, but we know that there is no sub- 
stitute for experience and technique in our highly 
demanding field of medical practice. The public 
generally and even colleagues in our own specialty 
are not adequately aware of this. Speaking frankly, 
many both inside and outside our specialty still have 
little idea of this growth and development, or of its 
full impact on medical practice. 

I often think that one of our greatest needs today 
is for even greater cooperation with other branches 
of medicine, to make sure that our colleagues under- 
stand the implications of recent developments in 
anesthesiology and are made fully aware of the 
possibilities inherent in the knowledge and _tech- 
niques which have been developed. We read of the 


Taste 3.—Attendance Record at Section Meetings 


Session 

Ist 2nd 3rd 


* Joint Session. 


heroic rescues occurring when a heart has stopped 
under anesthesia. But we often fail to think of the 
hearts that go on firmly beating, because the quali- 
fied anesthesiologist recognizes the danger signals 
and prevents emergencies before they occur. I do not 
suppose that “inadequate anesthetic technique” has 
ever been put down on any hospital's records as the 
cause of death in the operating room. © am not sure 
that it would be recognized as the cause in many 
instances. We are often prone to shrug off the un- 
expected as an inevitable part of medical practice 
and to oversimplify the problems that actually can 
be involved in the most minor procedures, 

In other words, anesthesiology involves an in- 
creasingly complex knowledge of pharmacology and 
physiology. It can contribute to the margin of safety 
in any procedure, no matter how major or minor. 
But much of this knowledge is comparatively new 
to the specialty and to the profession generally. That 
is why we have an increasing responsibility to in- 
form others about the why and the how of our ac- 
tivities. 
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This group, the Section on Anesthesiology, has 
a primary opportunity and responsibility to explain 
the techniques and possibilities of anesthesiology to 
our colleagues in other fields of medicine. What 
have we learned? What can we offer? What are our 
problems? What evidence can we offer to support 
our claims of progress made? What are we doing to 
build understanding of our efforts? 

We have done much to answer these questions 
and others like them. But have we done enough? Do 
we sometimes take it for granted that a fellow 
physician knows as much as we do about a field in 
which we have spent years? I think we do. 

When we realize that comparatively little training 
was available even for anesthesiologists a relatively 
few years ago and that the bulk of progress in our 
specialty has occurred within just 10 years, it be- 
comes apparent that there must be a vast lack of 
knowledge about the newer techniques and the vast 
weight of recent findings in anesthesiology. 

Physicians in other fields and other specialties are 
not going to tell one another about anesthesiology. 
This is our job. If we do not explain what we are 
doing, no one will know. As individuals, in our own 
hospitals and in our own communities, and as mem- 
bers of organized national groups, working with 
other segments of medicine, we must remember 
that explaining the needs, the objectives, and the 
possibilities of adequate techniques in anesthesi- 
ology is a continuing and a never-ending job. 

Our goal of adequate anesthesiological care for 
every patient is within sight. However, this is the 
time not to lower our sights but to recognize that 
the foundation now existing means that our efforts 
to build understanding and attract qualified men 
must be redoubled if we are to attain the full po- 
tential of the opportunity within our grasp for in- 
creasing the comfort and safety of tens of millions 
of patients who will come to the nation’s hospitals 
in the years ahead. 

A Look to the Future 


I would like to see a permanent home established 
which could adequately house all of the activities 
pertaining to the specialty of anesthesiology. Such 
a home could do much to increase the efficiency of 
our efforts. It is and should be considered the duty 
of each anesthesiologist to aid in the preservation 
of the history of our specialty. 

The Wood Library-Museum is a great tribute to 
our specialty and is deserving of a permanent home. 
It is my hope that all individuals interested in anes- 
thesiology, together with the Board of Trustees of 
the Anesthesia Memorial Foundation, will see fit to 
assert their efforts and energies in that direction. 

Let there never cease to be a spirit of competition 
among us. Complacency can be the ruin of our own 
mind, our own section, our profession, or our own 
country and government. Our own freedom can be 
lost through complacency, 
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GENERAL OROTRACHEAL ANESTHESIA FOR BRONCHOSCOPY 


James S. Reitman, M.D., Laredo, Texas 


General orotracheal anesthesia for bronchoscopy 
is presented as a solution to one of the most difficult 
problems which infrequently confronts the anesthe- 
siologist in a varied surgical practice. Traditionally, 
bronchoscopy as taught and practiced in the major 
medical centers of the United States is performed 
with the patient under topical anesthesia. This, 
however, has some undeniable drawbacks which 
limit its usefulness. First, topical anesthesia has a 
small but definite and presumably irreducible toxic- 
ity of its own. Second, bronchoscopy performed 
in this manner is uncomfortable and even terrifying 
to a significant number of patients. Third, the ina- 
bility of these patients to compose themselves and 
to relax sufficiently often makes the operative 
maneuvers of the bronchoscopist difficult and oc- 
casionally even dangerous. Fourth, this obvious tor- 
ment and fright of the patient may make the 
operator nervous, tense, and hurried in the perform- 
ance of a task which requires a calm, relaxed, and 
methodical artisan. And last, the combination of all 
these factors makes both physician and patient loath 
to undertake the frequent contingency of repeated 
examinations. 

Because of these admitted shortcomings in the 
anesthesia technique currently used for bronchos- 
copy, it is quite understandable that requests for 
general anesthesia for this procedure have, during 
the course of years, become more frequent and more 
insistent both from the patient and from the opera- 
tor. Upon receipt of these requests it was my custom 
to make a medical estimate of the anesthesia situa- 
tion and then to proceed with the more or less 
routine anesthesia technique used for short surgical 
procedures. This technique consisted of premedica- 
tion with meperidine (Demerol) hydrochloride, 
scopolamine, and diphenhydramine (Benadryl) 
hydrochloride, followed by induction of sleep with 
thiopental and relaxation of the vocal cords with 
curare. After the bronchoscope had been passed into 
the trachea, oxygen was insufflated through the 
sidearm in the usual manner. 

It was soon learned that this technique was not 
completely applicable to the problem. A relatively 
large dose of thiopental was often necessary to keep 
the patient asleep and, as a result, prolonged post- 
examination respiratory depression was the rule. 
Laryngospasm, bronchospasm, and the so-called tight 
chest reaction were all too common concomitants 
of the introduction of the bronchoscope. In these 
instances it was impossible to inflate the lungs. Soon 
thereafter there would appear, in quick succession, 
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The general orotracheal anesthesia here 
described has many advantages over the 
topical anesthesia that has been traditional 
in bronchoscopy. The new technique as ap- 
plied to the average adult includes premedi- 
cation, about an hour before the time set 
for induction, by the intramuscular injection 
of 100 mg. of meperidine, 0.6 mg. of 
scopolamine, and 50 mg. of diphenhydra- 
mine. Induction consists of intravenous in- 
jection of 150 to 200 mg. of thiamylal 
followed rapidly by 40 mg. of succinylcho- 
line; then an orotracheal tube is inserted and 
used for the administration of a 2 to 1 mix- 
ture of nitrous oxide and oxygen. Certain 
modifications are used in very old and very 
young patients. After experience with an 
initial series of 100 bronchoscopies with 
curare as the relaxant it was found that 
succinylcholine was much better, and it has 
been used in a second series of 100 bron- 
choscopies. The new technique has also been 
adapted for use in other surgical procedures 
that require excellent relaxation for short 
periods of time. It provides safety and com- 
fort for the patient, permits the surgeon or 
bronchoscopist to do much better work, and 
reduces the emotional strain on all con- 
cerned. 


hypertension, bradycardia, and cardiac arrhythmia, 
the cardinal signs of asphyxia. Upon withdrawal of 
the bronchoscope it was often necessary to keep the 
patient in the operating room for 30 to 60 minutes 
under close personal surveillance before it was 
deemed safe to discharge him from the surgical 
suite. 

Many of these patients with chronic lung pathol- 
ogy and violent bouts of coughing are most diffi- 
cult to anesthetize safely by any technique. The 
additional insult of the foreign bronchoscope super- 
imposed on the already disordered ventilatory 
mechanism, plus the barbiturate-induced respiratory 
depression and the curarized musculature, was the 
ultimate hindrance to rapid and safe recovery from 
anesthesia. It was obvious that this technique was 
far from satisfactory. Nonetheless, with no better 
pharmacological substitute apparent in my arma- 
mentarium, I continued to use it for about two years. 
It was about six years ago that Dr. Leo Cigarroa 
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and I began a series of studies with the definite 
goal in mind of developing a nonexplosive general 
anesthesia technique for bronchoscopy which would 
obviate the disadvantages I have enumerated and 
would not increase the danger of the procedure 
over that inherent in the bronchoscopy itself. Dr. 
Cigarroa performed all of the bronchoscopies in this 
series. His complete cooperation and constant en- 
couragement was the potent vis a tergo to my 
efforts. 


Development of Orotracheal Tube Technique 


The first change in technique was the substitution 
of thiamylal for thiopental in the hope of reducing 
the incidence of patients who experienced ventila- 
tion difficulty during and immediately after exam- 
ination. It was our impression at that time that with 
thiamylal the recovery period was somewhat short- 
ened and that the “tight chest” reaction had 
become a little less frequent. In retrospect, I am not 
certain that either of these impressions was valid. 

The next improvement in technique was the major 
innovation and is the central theme of this paper. 
It came about purely by happenstance and, although 
I would like to be able to state that it was the result 
of considerable deep thinking on our part, I would 
be belying the facts to say so. What actually hap- 
pened was this. One particular candidate for 
bronchoscopy was a bull-necked, hypersthenic, and 
emphysematous ranch foreman who was in_ his 
middle fifties and weighed wel! over 200 Ib. (90.7 
kg.). After premedication, induction, and relaxation 
in the usual manner, the bronchoscope was passed. 
At that moment the patient reacted with the re- 
sponse most pointedly characterized by our British 
colleagues as the response to the “ill-met triad” of a 
foreign body in the upper respiratory tract, hyperp- 
nea, and an irritable focus in the lower respiratory 
tract. The patient took a deep breath and then 
attempted to cough the bronchoscope out of his 
trachea. This disordered cough reflex ended with a 
completely spastic chest in the position of full ex- 
piration. The pulse became rapid and bounding and 
then slowed. The patient's color went through the 
spectrum of blues to black. Within two minutes his 
condition had deteriorated so markedly that I had 
no difficulty in persuading Dr. Cigarroa to withdraw 
his instrument. A child-sized endotracheal tube 
(no. 4 Magill Portex) was tortuously inserted into 
the larynx, and we were able to inflate the patient's 
lungs sufficiently to overcome his spasm and to re- 
vert his precarious condition to an apparently 
normal state. I casually mentioned to Dr. Cigarroa 
how nice it would be if we could leave the endo- 
tracheal tube in place during the bronchoscopy. 
Neither of us had ever seen or heard of this having 
been done before, but we could see no harm in 
attempting it. He introduced the bronchoscope into 
the pharynx and larynx and, much to his amazement 
and our mutual delight, he found that it was actually 
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easier to pass the instrument with the endotracheal 
tube in place than it had been to do so previously 
without it. This was an unexpected but most wel- 
come development, for we had _ inadvertently 
stumbled on a technique which not only provided 
ample ventilation for the patient but also actually 
facilitated the work of the bronchoscopist. 

After this incident we adopted endotracheal in- 
tubation as the core of our standard technique. It 
was used quite successfully in over 100 consecutive 
and unselected bronchoscopies. The only disad- 
vantage which we encountered in this method was 
that in a fair incidence of patients a shallow and ir- 
regular breathing pattern persisted. This sequela 
always necessitated the maintenance of intratracheal 
oxygenation with intermittent positive pressure for 
some 30 minutes after the bronchoscopy. We be- 
lieved that this was caused by residual curare action 
and we were able to test this theory with the advent 
of succinylcholine into our armamentarium, Our 
excellent results with this agent bore out the validity 
of this hypothesis. The substitution of this drug for 
curare as the muscle relaxant of choice for this 
particular procedure has been our last change in 
technique. The remainder of this paper will describe 
in detail the steps in this technique as it has been 
found to be most satisfactory in a second series of 
somewhat over 100 consecutive and unselected pa- 
tients. 

Procedure 


The average adult patient is premedicated about 
one hour before the time of induction by the intra- 
muscular injection of 100 mg. of meperidine, 
0.6 mg. of scopolamine, and 50 mg. of diphenhydra- 
mine. The patient, when brought to the operating 
room, is kept on his stretcher to conserve both time 
and labor, All instruments and connections are 
checked and the induction is begun with both 
physicians in immediate attendance. Injection of 
150 to 200 mg. of thiamylal intravenously is rapidly 
followed by injection of 40 mg. of succinylcholine. 
As soon as the jaw can be opened a no. 4 Magill 
Portex tube is passed from the right angle of the 
mouth into the now patulous larynx. At this time 
the paralaryngeal fossae, the epiglottis, the glottis, 
and the vocal cords can be inspected to ascertain the 
presence or absence of foreign bodies or patho- 
logical processes. Next, the tube is secured firmly 
to the lower lip and chin with one strip of adhesive 
tape. It is then connected to the anesthesia machine 
and a 2 to 1 mixture of nitrous oxide and oxygen 
is administered at a rate of from 4 to 8 liters per 
minute, sufficient to assure adequate exchange and 
washout. Positive pressure is administered until the 
patient takes over with his own forces. 

As soon as the orotracheal tube is fixed in position, 
the operator passes his bronchoscope over the 
tongue until the uvula comes into view. At this time 
he can usually locate the orotracheal tube as it 
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appears from the right side of his field of vision. The 
instrument is manipulated so as to follow the tube 
as a guide which it passes either alongside of or 
behind into the larynx and trachea. As soon as the 
carina is visualized the necessary examinations are 
meticulously and dexterously performed. 

Toward the end of a simple diagnostic bronchos- 
copy the patient is usually moving his arms and 
legs, and upon withdrawal of the bronchoscope and 
the tube he may cough a few times; by then he is 
awake enough to respond to questions. He is then 
returned to his room. The total time spent in the 
operating room averages seven minutes for the 
usual adult who has been subjected to a routine 
inspection bronchoscopy. 

In the less usual cases where the bronchoscopy 
lasts more than five minutes the technique may be 
slightly modified. If the patient remains quiet, main- 
tenance can be continued with the nitrous oxide- 
oxygen overflow. If he becomes too active, however, 
the dose of muscle relaxant can be repeated. In 
very prolonged cases, the continuous drip adminis- 
tration can be utilized to advantage. We have 
never found it necessary to repeat or augment the 
original dose of thiamylal, and no patient has ever 
complained of any recollection associated with the 
endoscopy. 

The central principle of this orotracheal tube 
technique can be carried over into geriatric and 
pediatric anesthesia, but germane modifications 
must be made in the selection of agents and dos- 
ages. Those patients in the age group from 65 to 
70 are premedicated with 75 mg. of meperidine, 
0.4 mg. of atropine, 35 mg. of diphenhydramine. 
As we go upward into the 70 to 75 year age group 
this dosage is further reduced to 50 mg. of meperi- 
dine, 0.3 mg. of atropine, and 25 mg. of diphen- 
hydramine. Above 75 years of age we use 20 mg. 
of codeine, 0.2 mg. of atropine, and 25 mg. of di- 
phenhydramine. In the administration of the anes- 
thetic proper to this geriatric range of patients we 
find it but rarely necessary to alter the standard 
adult dosage of thiamylal and succinylcholine. Simi- 
larly, the no. 4 Magill Portex tube provides for satis- 
factory tidal exchange, and it may be used to ad- 
vantage in all of these elderly people. 

As we go downward through the pediatric end of 
the anesthesia scale we find it increasingly impera- 
tive to tailor the premedication, the anesthesia, and 
the size of tube to the age and physical status of 
the individual patient. In general, patients from 14 
to 10 years of age are premedicated with 75 mg. 
of meperidine, 0.4 mg. of scopolamine, and 35 mg. 
of diphenhydramine. The usual adult dosage of 
thiamylal and succinylcholine is given to this group 
of children, but the size tube used may be dropped 
from no. 4 to no. 3 Magill. Patients from 9 to 6 
years of age are premedicated with 50 mg. of 
meperidine, 0.3 mg. of atropine, and 25 mg. of 
diphenhydramine, and the size tube is further de- 
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creased to no. 2 Magill. These patients usually re- 
quire only 100 mg. of thiamylal for sleep and 20 to 
30 mg. of succinylcholine for relaxation. Nitrous 
oxide-oxygen is utilized in the same manner as for 
routine bronchoscopy in adult patients. 

In patients beneath the age of 6 the ventilation 
problem becomes acute, because of the increasingly 
diminishing cross sectional area of the glottic and 
subglottic spaces. A 6-mm. by 35-cm. or even a 
4-mm. by 30-cm. bronchoscope leaves very little 
unoccupied space for the orotracheal tube. In the 
management of these children we routinely insuf- 
flate oxygen through the sidearm of the broncho- 
scope, even with the orotracheal tube in place. We 
are constantly alert to the possibility of compres- 
sion of the necessarily small tube by the constantly 
changing direction and pressure of the broncho- 
scope as it responds to the maneuvers of the oper- 
ator. One item in the preparation of the tubes has 
been found to be significantly useful in the mini- 
mizing of this ever-present danger. If the tubes are 
sterilized repeatedly by immersion in any of the 
antiseptic solutions generally used in the operating 
room they will soon harden and resist changes in 
shape and diameter. They are then far safer to use. 
When the desired degree of hardness has been at- 
tained, further sterilization may be accomplished 
by autoclaving. This prevents the tubes from be- 
coming too brittle and hard, thereby unnecessarily 
increasing the difficulty and trauma of their passage 
into the larnyx. 

Children from 6 to 4 years of age are premedi- 
cated with 20 mg. of codeine, 0.2 mg. of atropine, 
and 20 mg. of diphenhydramine. No barbiturate is 
administered to them. Instead they are induced 
into light sleep with nitrous oxide and oxygen in 
the ratio of 2 to 1 via face mask and closed circuit 
technique. Succinylcholine, 10 to 15 mg., is injected 
intravenously, a no. 1 Magill tube is passed, and 
anesthesia is maintained through it. Children from 
the age of 4 to 2 are premedicated with 10 to 15 
mg. of codeine, 0.1 mg. of atropine, and 10 to 15 
mg. of diphenhydramine. Induction of anesthesia 
is the same as that for the 4 to 6 year age group. 
Succinylcholine, 5 to 10 mg., is given intravenously 
and a no. 0 Magill tube is used for ventilation. 

In patients under the age of 2 the oxygenation 
and ventilation problems become truly critical. In 
addition to the anatomic difficulties we encounter 
in these patients, we find that most of them also 
have partial obstruction by foreign bodies in the 
bronchial tree. As a result, most of these patients 
are extremely ill with uncountable pulse rates and 
with respiratory cycles in the neighborhood of 100 
per minute. These patients are given only 100% 
oxygen through the no. 0 Magill tube and through 
the sidearm of the bronchoscope. Ordinarily, we 
neither premedicate nor anesthetize these infants 
with any of the fixed agents. They are controlled 
with repeated small doses of succinylcholine which 
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average about 0.25 to 0.33 mg. per pound of body 
weight. This dosage must be sufficient to maintain 
relaxation and to facilitate ventilation. Occasionally, 
some of the more sturdy of these infants may re- 
quire the administration of nitrous oxide-oxygen, 
2 to l. 

It cannot be stressed too strongly that the respira- 
tory and cardiac action of all these unfortunate chil- 
dren must be constantly monitored through the en- 
tire procedure by means of a stethoscope placed 
over the apex of the heart. Frequent withdrawal of 
the bronchoscope is mandatory to maintain the pre- 
carious physiological equilibrium. The attending 
anesthesiologist must realize the gravitv of his re- 
sponsibility for these patients. He must accept the 
premise that they are surely marked for death un- 
less the exhibition of his skill and that of the bron- 
choscopist, can be combined to rescue them from their 
otherwise certain fate. 

One further comment is now pertinent. The wheel 
of knowledge has turned full circle. We started our 
series of studies by using routine minor surgical anes- 
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thesia for bronchoscopy. Now we are adapting our 
routine bronchoscopy anesthesia to many surgical pro- 
cedures which are of short duration but which re- 
quire excellent relaxation. Among these may be listed 
esophagoscopy, particularly those for foreign body; 
reduction of minor fractures and dislocations; in- 
grown toenail and plantar wart procedures; pelvic 
examinations in difficult patients; anal dilations and 
removal of fecal impactions; and myringotomies and 
other incisions about the head and neck, particularly 
in children. 


Conclusions 


The orotracheal anesthetic technique for bronchos- 
copy I believe best provides comfort and_ safety 
for the patient, ease and facility to the operator, 
and constant control of the patient by the anesthesi- 
ologist. It is my sincere hope that this presentation 
may spare other physicians and patients some of the 
mental anguish, emotion tension, and physical ex- 
haustion which spurred my co-worker and me on to 
the development of the technique described. 


CLINICAL NOTES 


A SIMPLE, READILY AVAILABLE FINGER SPLINT 


William L. White, M.D., Pittsburgh 


In operating rooms, emergency rooms, outpatient 
departments, and doctors’ offices, there is often need 
for a finger splint. Ideally, a finger splint should be 
simple, readily available, and malleable and should 
possess sufficient strength to immobilize the affected 
part. The encircling metallic bail bands found on 
bottles of many brands of commercial intravenous fluid 
can be shaped easily and quickly into satisfactory 
finger splints that will satisfy these demands. 

Since these splints can be made so easily and quick- 
lv and since the material is so abundant, it is usually 
quicker to make a new splint at each dressing than to 
salvage the original. 

The metal bands are about 0.5 in. wide and 12 to 
13 in. long. They have a large pertoration at one end 
and are tapered at the other end. Two convexities are 
present, each with a small perforation to accommodate 
the supporting wire loop. To fashion a finger splint 
(see figure), the wire loop is removed and the two 
convexities flattened on the floor, or any other flat sur- 
face, by pounding with a sturdy metallic object such 
as a mallet or even a heavy pair of bandage shears. 
The tapered end is passed through the large perfora- 
tion, the band is folded upon itself, and the crease is 
pounded flat. The double thickness is necessary for 
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sufficient strength. The metal is soft so that the pro- 
truding tapered end can be cut away with bandage 
scissors, and if the splint is too long, as for a thumb 
or a child's finger, it can be cut to the desired length. 
The splint is then covered with adhesive tape and 
bent to the desired shape. It has been found useful to 
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fold the splint over the finger so that it covers the 
volar and dorsal surfaces, thus adding to the security 
of immobilization and offering protection from trauma 
to an injured or painful digit. If the splint is applied 
over a bandage fashioned after that illustrated by 
Ferguson,’ a secure, well-fitting finger dressing can be 
obtained. 

In applying the bandage, a 4-by-8-in. piece of gauze 
is cut long enough to cover the finger from front to 
back. The gauze is then cut lengthwise through slight- 
ly more than half of its length in four 1-in. strips. This 
is applied to the finger, folding the ends over the tip as 
the uncut end of the gauze is wrapped around the 
finger. The gauze is held in place by a 1-in. roller 
bandage passing up and down the finger and over the 
tip and also over the dorsum of the hand and around 
the wrist, in a figure of eight. The entire bandage, 
especially that about the wrist, can be reinforced with 


POSTOPERATIVE ATELECTASIS—BROWN 947 


0.5-in. tape to prevent rolling of the gauze bandage 
and to avoid affixing tape to the skin. The splint is 
applied over the bandage and held in place with cir- 
cular strips of 0.5-in. tape. This dressing and splint will 
not slip off the finger and offer maximal protection to 
the part. 

This type of splint is adequate for superficial lacera- 
tions in which the deeper structures are not injured. 
It is useful for immobilization in fingertip amputations 
and fractures of the distal phalanges. It is not recom- 
mended as a method of immobilization after nerve or 
tendon repairs. It is not recommended as a method of 
fixation for digital fractures or joint disorders. 
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ROLE OF BRONCHOSCOPY IN THE PREVENTION OF POSTOPERATIVE ATELECTASIS 


Eli M. Brown, M.D., Huntington Woods, Mich. 


Bronchoscopy is resorted to frequently in the treat- 
ment of postoperative atelectasis, but, with the single 
exception of intrathoracic surgery, bronchoscopy is 
rarely used to prevent postoperative pulmonary com- 
plications. The purpose of this paper is to evaluate 
the role of bronchoscopy in the prevention of post- 
operative atelectasis. 

The incidence of atelectasis from a number of 
sources varies between 3 and 50% of all postoperative 
complications.’ The history, etiology, and general 
methods of prevention and treatment of postoperative 
atelectasis have been discussed elsewhere.” 

It is generally agreed that adequate tracheal toilet 
is extremerly important in the prevention of post- 
operative pulmonary collapse. Most anesthesiologists 
depend upon catheter suction through an endotracheal 
catheter or voluntary coughing by the patient to insure 
a clear airway. 

Greene has pointed out that the most effective 
cleansing of the lower respiratory tract is obtained 
with endotracheal suction when the patient is capable 
of responding with his most vigorous cough effort. 
This technique is referred to as “synergistic aspira- 
tion.” Synergistic aspiration is quite an effective means 
of clearing the tracheobronchial tree, provided that the 
patient is able to cough vigorously. The patient who 
has undergone prolonged major surgery is often un- 
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able to produce even a weak cough, catheter stimula- 
tion notwithstanding. It is especially difficult for the 
elderly, debilitated patient to cough vigorously and 
expel secretions from the tracheobronchial tree. 

Synergistic aspiration is equally ineffective in the 
patient with persistent vomiting secondary to intesti- 
nal obstruction or gastric dilatation. These patients 
are very apt to aspirate gastric contents prior to sur- 
gerv and perhaps even during anesthesia and surgery, 

In order to prevent postanesthetic pulmonary ate- 
lectasis in this group of patients, | have felt that sure 
and vigorous tracheobronchial aspiration in the im- 
mediate postoperative period is necessary. 

Selection of Patients 

Patients were selected for immediate postoperative 
bronchoscopy according to the following criteria. 

Physical Status and Age of the Patient.—Bronchos- 
copy was used for elderly and/or debilitated patients 
who had undergone major intra-abdominal surgery if 
the duration of anesthesia and surgery was longer than 
two hours. 

Duration of Anesthesia and Surgery.—Regardless of 
the physical status of the patient, bronchoscopy was 
carried out if the duration of anesthesia and surgery 
was four hours or more and the surgical procedure 
was intra-abdominal, radical neck and breast, or intra- 
thoracic. 
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Probability of Aspiration —Where there was a prob- 
ability of aspiration, as in the case of patients under- 
going emergency surgery for intestinal obstruction or 
gastric hemorrhage, bronchoscopy was performed. 

Excessive Secretions.—Bronchoscopy was used for 
some patients who did not fall into the above cate- 
gories if the anesthesiologist felt that there was exces- 
sive secretion present in the tracheobronchial tree at 
the conclusion of surgery and anesthesia. 

Bronchoscopy was performed in a total of 40 pa- 
tients conforming to the criteria described above. Of 
these 40, 12 patients were in the elderly-debilitated 
class, 20 in the prolonged surgery class, 6 in the prob- 
ability of aspiration class, and 2 in the excessive secre- 
tions class. Some of the patients could have been 
classified into either of two categories; for example, 
the elderly, debilitated patient who undergoes sur- 
gery for intestinal obstruction. For the sake of clarity, 
however, I have listed the patients according to what 
I felt to be the major indication for bronchoscopy. 

The nature of the surgery performed on the patients 
bronchoscoped and the distribution is as follows: 13 
patients were operated on for gastric surgery; 3, eso- 
phageal surgery; 9, lung surgery; 2, laparotomy for 
secondary hemorrhage; 4, intestinal obstruction; 3, 
colon surgery; 1, gall bladder surgery; 1, radical neck; 
1, tumor of mandible; 2, bilateral lumbar sympathecto- 
my; and 1, nerve section. 


Procedure 


Bronchoscopy was carried out in the usual manner 
except that, if an endotracheal tube was used for 
anesthesia (an endotracheal tube was used in the 
great majority of the patients ), the tube was allowed 
to remain in place while the glottis was being visual- 
ized through the bronchoscope. One hundred per cent 
oxygen was administered via the endotracheal catheter 
by an assistant. As soon as the bronchoscopist had 


visualized the epiglottis, the assistant removed the . 


endotracheal tube and the bronchoscope was passed 
into the trachea. Oxygen was administered through 
the side piece of the bronchoscope at a rate of 15 liters 
per minute. The remainder of the procedure was car- 
ried out in the usual manner. 


Results 


Of the 40 patients in whom bronchoscopy was car- 
ried out, one patient subsequently developed an ob- 
structure atelectasis. This patient had severe asthma 
and had undergone subtotal gastrectomy. The dura- 
tion of surgery was 6 hours, 30 minutes. At bron- 
choscopy it was noted that the patient had a copious 
amount of viscid secretion. In spite of the broncho- 
scopic procedure and vigorous “stir-up” action, the 
patient developed obstructive atelectasis. 

In a number of instances, bronchoscopy was carried 
out after catheter suction through the endotracheal 
tube. It was interesting to note that, in spite of the 
catheter suction, large mucous plugs remained in the 
tracheobronchial tree. These mucous plugs were re- 
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moved at bronchoscopy. There were no complications 
which could be ascribed in any way to the bron- 
choscopic procedure. 

Comment 


In a group of patients who undergo prolonged major 
surgery, one would expect to find a high incidence of 
postoperative atelectasis, especially if these patients 
are elderly and debilitated.‘ The fact that only one 
patient in our group developed postoperative atelec- 
tasis can be attributed largely to the effective cleans- 
ing of the tracheobronchial tree by bronchoscopy. 

I am in complete agreement with Gordon, who 
states, “Suction drainage of the tracheobronchial tree 
under direct vision through the bronchoscope is the 
most efficient and at the same time the least traumatic 
of the methods available for the relief of bronchial 
obstruction.” ° 

My views differ from Gordon's only in that I feel 
that bronchoscopy should be carried out, in the group 
of patients that I have described, immediately at the 
conclusion of surgery instead of waiting until the pa- 
tient develops clinical signs of atelectasis. 

The administration of 100% oxygen through the 
endotracheal tube up until the moment that the bron- 
choscope is passed into the trachea and the continued 
administration of a high flow-rate of oxygen through 
the bronchoscope greatly diminish the possibility of 
hypoxia during the bronchoscopic procedure. 

It is important to stress that bronchoscopy alone 
cannot be depended upon to prevent atelectasis in all 
cases. One must still conform to all the precepts that 
have been outlined for the prevention of atelectasis in 
the postoperative period such as early ambulation, 
deep breathing, and coughing. 

The fear of wound evisceration might deter many 
physicians from using bronchoscopy. In this regard it 
is interesting to note that none of our patients de- 
veloped wound evisceration. 

The importance of preventing postoperative pulmo- 
nary complications by all reasonable means cannot be 
overemphasized, especially when one considers the 
high incidence of these complications and the price 
that the patient pays in terms of morbidity and mor- 
tality. 

In those instances where atelectasis is most likely to 
occur, bronchoscopy can be of definite aid in pre- 
venting its development. 


Summary 


Bronchoscopy in the immediate postoperative per- 
iod was performed on patients who were particularly 
likely to develop atelectasis. The results indicate that 
bronchoscopy is of definite value in the prevention 
of postoperative atelectasis in this group of patients. 

13123 La Salle. 
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During the past few years the value of hypothermia 
in affording protection to vital tissues during circula- 
tery occlusion has been cited in numerous articles, It 
is becoming a recognized procedure for certain cardio- (Seconal), 100 mg., was given at 8 a. 
vascular and neurosurgical operations. The two prin- 
subsequent to clamping the 
thoracic aorta are rapid dilatation and failure of left 
ventricular action and permanent damage to the spinal 
cord or kidneys due to ischemia.’ Cooling animals to 
26 to 30 C (78 to 86 F) has prevented this heart fail- 
ure and lesions of the extremities.* The following case 
report is presented to show that, although moderate 
hypothermia (reduction of temperature to 31 C [88 F]) 
did not prevent cardiac failure secondary to a clamp 
being placed on the thoracic aorta for 50 minutes, it 
did afford complete protection of the kidneys and 
spinal cord during this period of total circulatory oc- 
clusion and the following hour of relatively insufficient 


cipal complications 


blood flow, 


A well-developed female, 20 years of age, was admitted to 
1956, complaining of increasing 
weakness, shortness of breath, and nervousness, An x-ray taken 
18 months previously for an acute lower respiratory infection 
showed a mediastinal mass just below the aortic arch, 
Physical examination on this admission was normal except 
for a grade 2 systolic murmur over the pulmonary area, ex- 
tending into the neck and varying in intensity with change of 
position. The pulmonic second sound was snapping in character 


Duke Hospital on July 9, 


Report of a Case 


949 


domen,” New York J. Med. 4321976-1982 (Sept. 1, pt. 1) 
1953. Palmer, K. N. V., and Sellick, B. A.: Prevention of Post- 
operative Pulmonary Atelectasis, Lancet 1164-168 (Jan. 24) 
1953. Shields, R. T., Jr.: Pathogenesis of Postoperative Pulmo- 
nary Atelectasis: Experimental Study, Arch. Surg. 583489-503 
(April) 1949. Goodwin, J. F.: Study of Postoperative Pulmo- 
nary Atelectasis, Brit. J. Surg. %@3256-263 (Jan.) 1949. 

3. Greene, B. A., and Berkowitz, S.: Prevention of Atelectasis 
or Pneumonia Following Abdominal Operations, Anesthesiology 


4. Vedrenne, C, J.: Pathogenesis of Postoperative Atelectasis, 


New Orleans M. & S. J. 993220-235 ( Nov.) 1946. Footnote Lb. 


db 


VALUE OF HYPOTHERMIA DURING AORTIC OCCLUSION 


Doris C. Grosskreutz, M.D., Archibald C. Magee, M.D. 


and 
Charles R. Stephen, M.D., Durham, N. C. 


bags. 


5. Gordon, R. A.: Bronchoscopy in Treatment of Pulmonary 
Atelectasis, Canad. M. A. J. 4436-10 (Jan.) 1946. 


arch. Complete laboratory examination revealed no abnormali- 
ties. The final diagnosis was aneurysm of the descending aorta. 

Operation was performed on July 14, 1956. The premedica- 
tion of meperidine (Demerol), 100 mg., and secobarbital 
Oxyphenonium 
(Antrenyl), 0.2 mg., was administered intravenously at 8:45 
a. m. and a transtracheal injection of 2 cc. of 5% hexylcaine 
(Cyclaine) was performed. At 9 a. m. induction was accom- 
plished smoothly with 2% thiamylal (Surital), 160 mg., and 
cyclopropane-oxygen. At 9:05. a, 
(Anectine), 60 mg., was administered and 10% cocaine was 
applied topically to the larynx, an orotracheal tube was intro- 
duced without any disturbance noted on the electrocardiogram. 
Throughout the entire procedure continuous electroencephalo- 
graphic and electrocardiographic tracings were recorded by 
means of an Edin Anesthograph. Maintenance administration 
of nitrous oxide—oxygen—cyclopropane with a trace of ether was 
started by the semiclosed, carbon dioxide—absorption —tech- 
nique, and hypothermia was induced by the application of ice 


after succinylcholine 


Surgery began at 9:45 a. m. The rectal temperature then 
was 35.8 C (96 F), the blood pressure 110/60 mm. Hg, and 


pulse rate 78 beats per minute. The left hemithorax was en- 


and louder than the aortic second sound. The heart was not first-plane, anesthesia. 
enlarged on x-ray examination, and the electrocardiogram At 12:55 p. m., after complete dissection of the aneurysm, 


showed normal rate and rhythm, Angiocardiography demon- 
strated a filling defect of the descending aorta just below the 

From the Division of Anethesia, Duke University Hospital and School 
of Medicine and Veterans Hospital, 


tered through the fourth intercostal space and the aneurysm 
dissected, At 11 a. m., when the rectal temperature reached 
34 C (93 F), administration of cyclopropane was discontinued 
and anesthesia maintained with nitrous oxide, 50; oxygen, 
50%; a trace of ether; and a slow drip of 0.1°% succinylcholine. 
Controlled respirations were found necessary to maintain an 
adequate tidal volume. At 33 C (91 F), the nitrous oxide was 
eliminated from the mixture. It was now 12 noon and the blood 
pressure was 90/60 mm. Hg and pulse rate 60 beats. The 
electrocardiogram showed no abnormalities except for a brady- 
cardia, and the electroencephalogram revealed level 3, or upper 


clamps were placed on the aorta distal to both the subclavian 
artery and the aneurysm. Plication of the aneurysmal wall was 


sad begun. Rectal temperature now was 31.5 C (88 F). Immedi- 


ately after the aortic occlusion the blood pressure rose from 


80/60 to 160/100 mm. Hg and pulse rate increased from 50 
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beats per minute to 90 per minute. This elevation was followed 
by a gradual decline in blood pressure to 80/60 mm. Hg, with 
a pulse rate of 70 beats at 1:40 p. m., and to a pressure of 0/0 
mm. Hg, with no palpable carotid pulse, at 1:45 p, m. Rectal 
temperature was read at 31 C. Blood replacement of 1,000 cc. 
was believed to be adequate. 

The exposed heart was examined immediately and found to 
have a weak, ineffective ventricular action with fibrillation of 
both auricles. The electrocardiogram showed no organized elec- 
trical activity, while the electroencephalogram became flat. 

The pericardium was opened, cardiac massage instituted, and 
the aortic clamps removed. Within four minutes activity re- 
turned on the electroencephalographic tracing (see figure ), and 
in seven minutes the electrocardiogram showed a nodal rhythm. 
Two thousand cubic centimeters of blood was pumped in over 
a 20-minute period, and rewarming was started with hot water 
bottles, warm blankets, and warm saline perfusion of the open 
chest cavity. The heart was seen to be beating regularly, but 
no blood pressure could be obtained until 2:45 p. m., when it 
was 70 mm. Hg, with a regular pulse rate of 100. During this 
time the electroencephalogram showed an increasing amount of 
activity (see figure ). 

Spontaneous respirations returned at 2:35 p. m. and were 
felt to be adequate at 2:55 p. m. when the chest was closed 
and the patient extubated. Assisted respirations with high oxy- 
gen concentrations were being maintained when marked retrac- 
tion of the chest on inspiration developed rapidly. At 3:15 p. m. 
bubbling rales were heard throughout both lung fields and 


WAR 
/ sec. / sec. 7.5 mm / sec. / sec. ' 
9.30 ETHER 10:30 IN THORAX iS TEMP 336°C 145 TEMP "50 TEMP SLOTC 
PREINCISION CONTROLLED HEART BEAT FEEBLE NO HEART BEAT 
TEMP 362 EEG FLAT (INTERFER) 
| 
mm / sec. TS mm/sec 7S mm/sec. 
54 TEMP 310°C 2:04 CARDIAC MASSAGE 2:25 TEMP 3i5°C TEMP 
MASSAGE - SOME SPONTANEOUS @P 100/80 END OF CASE 


Electroencephalographic and _ electrocardiographic tracings 
during thoracotomy for plication of descending aortic aneurysm 
under hypothermia. Flattening of electroencephalogram is seen 
during period of circulatory failure, with return of electrical 
activity four minutes after institution of cardiac massage. 


pulmonary edema was diagnosed. The patient was reintubated 
at once with a nasotracheal tube. Aspiration of the tracheo- 
bronchial tree was alternated with positive-pressure administra- 
tion of oxygen during both inspiration and expiration. Lan- 
atoside C (Cedilanid), 0.8 mg., was given intravenously and 
phlebotomy was performed, with 1,000 cc. of blood being let. 
Rectal temperature was now 32 C (90 F), blood pressure 
100/90 mm. Hg, and pulse rate 100 beats per minute. 

The patient gradually improved with this treatment and at 
5:30 p. m. appeared alert, was able to move all extremities, 
and responded to questioning. At this time the rectal tempera- 
ture was 34.4 C (94 F), blood pressure 100/90 mm. Hg, and 
pulse rate 100 beats per minute. At 7:30 p. m. the temperature 
had returned to normal, 37.5 C (99 F), and the blood pressure 
had stabilized at 100/90 mm. Hg and the pulse rate at 100 
beats per minute. The patient had now received a digitalizing 
dose of lanatoside C (1.6 mg.), and the electrocardiogram 
showed auricular flutter and ventricular tachycardia. The chest 
x-ray showed marked clearing of the lung fields, which had 
been densely mottled on the 3:30 p. m. film. Urine output to 
this time was 100 cc. During the night an O. E, M. positive- 
pressure mask, providing 2 cm. H.O pressure on exhalation, 
was utilized intermittently. By the next morning the patient 
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was comfortable in an oxygen tent. Urine output remained at 
50 to 90 cc. per hour, and no evidence of cerebral or spinal 
cord damage was noted, X-ray of the chest was clear, and the 
electrocardiogram showed mild T-wave changes suggestive of 
myocardial injury. Results of blood chemistry studies were all 
normal, with a nonprotein nitrogen level of 36 mg. per 100 ce. 

The patient improved rapidly and was discharged on her 
10th postoperative day. She has been seen in the outpatient 
clinic on two occasions since and has remained in g 
health, with no residual evidence of her prolonged episode of 
hypotension and anoxia. 


Comment 


The occurrence of failing cardiac action during 
total occlusion of the thoracic aorta has been reported 
in the literature.’ It is apparent that in this case the 
intrinsic reserve of the heart was unable to compensate 
for the additional work load imposed by the clamp 
immediately distal to the left subclavian artery. Re- 
leasing the clamps and manually assisting ventricular 
systoles restored discernible blood pressure after an 
hour. Although the auricles were fibrillating during 
this period, no increased irritability of the ventricles 
was seen or recorded. This observation concurs with 
present-day beliefs that temperatures above 30 C 
(86 F) are not prone to increase excitability of the 
myocardium. 

The development of pulmonary edema was due 
to overloading an already weakened heart by the 
rapid infusion of 2,000 cc. of blood during the period 
of circulatory failure. The blood had been given in an 
effort to augment venous return to the heart. The sit- 
uation was corrected by rapid digitalization, phle- 
botomy, and positive-pressure administration of oxy- 
gen on inspiration and expiration. 

It is believed that this case demonstrates, as noted 
by others,* the value of moderate hypothermia in sur- 
gery of the aorta. The adequate and maintained urinary 
output immediately after restoration of blood pressure, 
along with the lack of evident kidney damage in the 
postoperative period, indicates that the kidneys were 
protected by the reduction of temperature to 31 C for 
50 minutes of total circulatory occlusion and the sub- 
sequent hour of relatively insufficient blood flow. The 
spinal cord and brain were apparently well guarded, 
as no paresis, change of reflexes, or mental deteriora- 
tion was demonstrated postoperatively. Under normo- 
thermic conditions this amount of anoxia would prob- 
ably have caused permanent dysfunction.’ 

The electroencephalogram was a reliable and sensi- 
tive indicator of cerebral circulatory failure in this 
patient. (Other writers ° have also indicated its value 
in such cases.) At the time of the acute myocardial 
collapse, the electroencephalogram flattened out im- 
mediately. With manual cardiac massage the electrical 
activity returned promptly, even though the blood 
pressure was unobtainable, In spite of hypotension, 
the relatively normal electroencephalogram can be 
offered as additional evidence of the protection afford- 
ed the brain cells by hypothermia during relative 
states of hypoxia. The immediate return of conscious- 
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ness postoperatively with no disorientation confirmed 
the electroencephalographic evidence of an undam- 
aged brain, 

Although lowering the body temperature to 31 C 
did not give protection against cardiac failure, it did 
preserve the spinal cord, kidneys, and brain from the 
long period of hypoxia incurred during this operation. 
It is believed that moderate hypothermia has a definite 
place in the management of surgical procedures re- 
quiring the interruption of blood flow through vital 
organs. 


1608 University Dr. (Dr. Stephen). 
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Chronic Cough.—Chronic pulmonary disease appears to be increasing in both incidence and 
importance and, indeed, is held by some to be a major public health problem. This increase 
has occurred in spite of the effectiveness of antibiotic therapy in decreasing the complications 
of bacterial pneumonia and in reducing the occurrence of bronchiectasis. In addition, there 
have been significant advances in the treatment of pulmonary tuberculosis by medical and 
surgical methods, resulting in fewer pulmonary cripples from this disease. The increase in 
chronic pulmonary disease predominates in the group classified as chronic bronchitis and pul- 
monary emphysema has been noted in a previous study and commented on by others. The exact 
incidence of these entities is not known. Chronic bronchitis has been related to chronic infec- 
tion of the lung from tuberculosis, fungus diseases, bronchiectasis, compression or obstruction 
of the bronchial tree with tumor aneurysm or lymph nodes, and allergy in the form of bron- 
chial asthma. It is also attributed by some to chronic nonspecific bacterial infection. Inhala- 
tion of irritating dusts, fumes and smoke, including that from tobacco, has been considered to 
be of etiologic importance. There is definite information in regard to inhalation of some irri- 
tating substances and their effect on the bronchopulmonary tree, but the entire problem is not 
completely delineated. Industrial medical study has clarified the noxious character to the lungs 
of inhalation to certain dusts, such as silica and asbestos, and of various fumes, such as those 
containing lead, cobalt and berylium, Other dusts, for example, those causing anthracosis, 
have only recently become established as disease-producing agents. The problem of air pol- 
lution from smoke and fumes has attracted considerable attention in large cities. Commissions 
to undertake further investigation are in operation. The relation of inhalation of such indus- 
trial dust and smoke to the development of chronic bronchitis is under study. Exposure to 
inclement weather, marked temperature changes in the environment and the aging process 
have all been mentioned as causative agents of mechanisms in the production of chronic bron- 
chitis.—A. M. Phillips, M.D., R. W. Phillips, M.D., and J. L. Thompson, M.D., Chronic Cough: 
Analysis of Etiologic Factors in a Survey of 1,274 Men, Annals of Internal Medicine, Au- 
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SPECIAL ARTICLE 


SOCIAL SECURITY FOR PHYSICIANS 


3. SURVIVORSHIP BENEFITS—THE BAIT 


Among physicians who are inclined to favor in- 
clusion under the Old Age, Survivors and Disability 
Insurance provisions of the Social Security program, 
the main attraction seems to be the survivorship 
benefits. These have been cleverly exploited by the 
Physicians Forum and others as a special lure for 
the younger physicians thinking in terms of family 
protection. 

In weighing the real value of these survivorship 
benefits, all doctors—especially the younger ones 
who might be paying Social Security taxes for 40 
years or more—should keep the following facts in 
mind: 

1. A widow with no dependent children under 
18 receives no immediate survivorship benefits. 
She must wait until age 62 to get her widow's 
benefit, which would be a maximum of $81.40 
per month. 

2. A widow with dependent children receives sur- 
vivorship benefits only until her youngest child 
reaches the age of 18. Thus, there is a “blackout 
period” between that time and the age of 62. 
For example, a woman whose youngest child was 
born when she was 30 would receive no benefits 
after the age of 48. She would have to wait 14 years 
to get her widow's benefit at age 62. The younger 
the mother at the time of her last child’s birth, the 
longer will be the “blackout period” of no Social 
Security income. 

3. A widow loses all her survivorship benefits if 
she remarries, or if she takes up substantial gainful 
employment. In the latter case she also has to pay 
Social Security taxes. 

4. The Social Security tax rate, by law already 
enacted, is scheduled to increase in 1960, 1965, 1970, 
and 1975. Furthermore, numerous proposals now 
before Congress would require additional boosts in 
the amount of income taxable, the tax rate, or both. 
For those physicians who are intrigued by the sur- 
vivorship benefits, the cost should be viewed in the 
light of these long-range tax increases, not just on 
the basis of the current Social Security tax. 

5. The physician interested mainly in family pro- 
tection can avoid the gaps and deficiencies of Social 
Security survivorship benefits through private in- 


surance plans which will provide better, sounder, 
and cheaper coverage tailored to his family needs 
and his economic pattern of life. 

The maximum survivorship benefit under Social 
Security is $200 monthly for a widow with two or 
more children under 18. A widow with only one 
child under 18 would get $162.80 per month. The 
monthly benefit would drop trom $200 to $162.80 
whenever the next-to-youngest child reached age 
18. It would stop altogether when the youngest be- 
came 18. It would not be paid if there are no de- 
pendent children under 18. And for a family to get 
the maximum benefit of $200 per month for 18 
vears, a fully insured father would have to die im- 
mediately after the birth of twins. 

The physician wanting Social Security coverage 
primarily for these survivorship benefits—and realiz- 
ing that the vast majority of doctors will get little 
or no return from retirement benefits—must start 
with the fact that the current Social Security tax 
for the self-employed is 3%%% on $4,200, or $141.75 
per year. That, of course, is only the tax through 
1959. 

For the five years from 1960 through 1964 the tax 
rate will be 44%, or $173.25 per year. The next five 
years, 1965 through 1969, will bring a tax of 478%, or 
$204.75 annually. Then, from 1970 through 1974, 
the tax of 5°8% would amount to $236.25 each year. 
Finally, from 1975 on the tax would be 6%%%, or 
$267.75 per year. To repeat, these amounts are what 
a self-employed person would pay according to 
present law—without any further Social Security 
amendments that would raise the taxable base, the 
tax rate, or both. 

Any physician who thinks that those are “bargain” 
rates for survivorship benefits alone would be wise 
to take a closer look at the cost of family income 
protection under private insurance plans. For ex- 
ample, Drs. Webster and Coffey in the first part of 
their two-part article on Social Security in the Sept. 
15, 1956, issue of THe JouRNAL reported this: 

As a young physician, you can buy much better, guaran- 
teed coverage for your family from private insurance com- 
panies. This you can do by purchasing decreasing term 
insurance (family income rider) without any other life in- 
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surance to guarantee your family $200 per month for 18 
years. This maximum coverage goes into effect with the pay- 
ment of your first premium. The yearly premiums would be 
$92 if you are 25 years old, $120 if you are 30 years old, 
and $164 if you are 35 years old. 


Taking into consideration your age, compare those 
premiums with the annual Social Security taxes 
which you would have to pay under present and 
future schedules already dictated by law. 


Cost figures even more favorable to private in- 
surance were contained in an editorial in the Dec. 
24, 1955, issue of THE JOURNAL. It gave this informa- 
tion: 

A young physician aged 25, by paying an extra annual 
premium of approximately $65, can obtain a “family in- 
come” clause—at the time of purchase or later on if he is 
still insurable—in his $20,000 ordinary life insurance policy 
that would pay his family $200 a month during the interval 
between his death and the 20th anniversary of the issue of 
the policy, at which time the children would be 20 years 
older and the extra premium would cease. If the father died 
seven years after the issuance of the policy, the family 
would receive $200 a month under the “family income” 
clause for the next 13 years, when the $20,000 basic life 
insurance policy would be payable. Thus the face amount of 
the ordinary life insurance policy is not diminished by the 
payment of monthly benefits of $200 a month. If the father 
survived the 20-year period, the “family income” clause and 
its extra premium would terminate. 


THE JOURNAL editorial pointed out that a physi- 
cian can obtain the same family income protection 
for about $85 a year at age 30, about $115 a year at 
age 35, and about $166 a year at age 40. However, 
because very few fathers are over 40 when the last 
child is born, a more realistic counterpart to the 
OASI survivorship benefits might be a 10-year fam- 
ily income clause for physicians who already have 
reached the age group 40-45. The extra annual 
premium for a 10-year plan would be approximately 
$60 at age 40 and about $83 at age 45. 

Another set of figures, obtained trom an outstand- 
ing Chicago insurance organization, gives the fol- 
lowing costs for term insurance that would provide 
family income of $200 per month from the time of 
the father’s death until the 20th anniversary of the 
policy: $100 at age 30, $136 at age 35, $192 at age 
40, and $279 at age 45. These would be the extra 
annual premiums for a rider attached to a $20,000 
life insurance policy. Still another source, the In- 
stitute of Life Insurance, is authority for this state- 
ment: “The typical cost of a family income rider, 
providing $200 a month for 20 years and attached 
to a $20,000 straight life policy purchased at age 30, 
would be $105 a year. While the insurance provided 
by the rider is decreasing term, the charge is nor- 
mally figured on a level premium basis.” 
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Some insurance companies will add a $200 per 
month family income clause to a $10,000 life insur- 
ance policy. Family income plans can be purchased 
for a specified term of years—10, 15, or 20 years, 
depending on what best fits each family situation— 
and the premium terminates when the term of pro- 
tection ends. At least one nationally known life 
insurance company has a special plan designed ex- 
clusively for physicians, taking into account both 
the family protection interests of the young doctor 
and the retirement aspects for the established physi- 
cian, 

Many variations are available in private insur- 
ance. The physician can “shop around” and obtain 
tamily protection tailored to his family’s needs, 
geared to his economic pattern of life, and guar- 
anteed by contract. The vast majority of physicians 
with young children—if they are thinking primarily 
in terms of family protection—can do much better 
under private insurance than by paying Social Se- 
curity taxes for the main purpose of getting sur- 
vivorship coverage. The younger the physician is 
at the time of purchasing family income protection, 
the greater is his advantage under private insur- 
ance. 

The Social Security tax already is considerably 
higher than the extra annual premium which young- 
er physicians would pay for good family protection 
added to a basic life insurance program. Further- 
more, as pointed out earlier, that tax will increase 
in 1960, 1965, 1970, and 1975, at which time it will 
be $267.75. Can that tax, viewed as the cost of sur- 
vivorship benefits, be considered a “bargain” in com- 
parison with the lower annual premium which a 
physician would pay for a specified period of time— 
10, 15, or 20 years? 

The wise physician, taking into consideration his 
own age and the ages of his wife and children, will 
make that comparison. In so doing, he also will bear 
in mind that if he is a young doctor he may be pay- 
ing Social Security taxes for 30 years, 40 years, or 
possibly longer. 

Most physicians, knowing the professional and 
economic pattern of a doctor's life, realize that they 
would get little or no return from Social Security 
in the form of retirement benefits. Some of them, 
however, have been misled by the argument that 
the survivorship benefits alone make Social Se- 
curity a great bargain. Those who have been think- 
ing along that line would be well advised to sit 
down with their insurance counselor or insurance 
agent for a detailed explanation of what they can 
do under private insurance. They will be pleasantly 
surprised. 
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MEDICAL FOREIGN AID PROGRAMS 


NE OF the items of federal medical spend- 
ing included in the A. M. A. Washington 
Letter last year was that of international 
health. The total figure was estimated to 
be around 50 million dollars annually, with two- 
thirds of these funds allocated to the International 
Cooperation Administration. It is this semiautono- 
mous unit within the U. S. Department of State that 
administers the majority of our foreign medical 
programs. While 30 million dollars is a great deal of 
money, health programs use less than 2% of all 
foreign aid funds, which include both military and 
economic aid. The recent foreign aid discussions in 
Congress provide the opportunity for a nonpartisan 
review of that portion of our Mutual Security Pro- 
gram concerned with health. 

Just 15 vears ago, the United States and the 
country of Ecuador agreed on attempting a joint 
health program, emphasizing environmental sani- 
tation. This was the beginning of technical coopera- 
tion in health, or the medical phase of Point 4, as it 
is commonly known. Since that time, international 
health programs have grown from the control of 
communicable disease to the construction and 
equipping of health facilities; and, of probably the 
greatest importance, the training and education of 
local personnel in a country to be able to carry on 
newly developed health programs by themselves. 

The majority of ICA health projects are coopera- 
tive public health programs, designed to assist 
countries, at their request, to improve their health 
and living conditions. The relation of improved 
public health to economic advancement is coming 
to be better understood by leaders of every nation. 
Through the Point-4 program, American physicians, 
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nurses, health educators, and other paramedical per- 
sonne] assist participating countries to determine 
their health needs and then suggest specific ap- 
proaches, based on practical experience, to achieve 
solutions of existing health problems, In many cases, 
our health workers relive experiences that were 
once as difficult to overcome in the United States 
as they are now in some other country, where such 
problems are being attacked for the first time. 

In addition to contributing to economic progress, 
by promoting the prevention of mass diseases, inter- 
national health activities are claimed to contribute 
to the achievement of the foreign policy objectives 
of the United States. Dr. Dwight H. Murray, past- 
president of the A. M. A., speaking at the first Inter- 
national Film Exhibition in New York last June, 
stressed the universal language of medicine, not only 
as a means of exchanging scientific knowledge and 
promoting medical progress but, more so, as an 
easily understood basis to explain the free and 
democratic way of life. There is probably no better 
way for the United States to demonstrate a friendly 
interest in other people and their problems than to 
promote community and self-help in eliminating 
sickness. 

Among the 275 world health projects sponsored 
by the United States last year, there are many ex- 
amples of accomplishments which, while directly 
benefiting the countries involved, indirectly act as 
barriers to diseases that could endanger the people 
in our own country. In Ethiopia, the establishment 
of a public health college, training approximately 70 
health officers a year, has resulted in the develop- 
ment of several rural health centers in villages, 
centers which eventually will control many of the 
infectious diseases that, at present, are only hope- 
fully detected through quarantine services. Coopera- 
tive services in Latin American countries, such as 
Mexico and Brazil, not only assist the people who 
live there but at the same time provide a healthier 
environment for Americans traveling through such 
areas, Whether for business or pleasure. 

A recent example of international health in action 
resulted in the development of a new influenza 
vaccine before a dangerous pandemic situation 
occurred. Influenza information centers spread 
throughout the world were able to report on the 
Asian influenza, determine that no present vaccine 


was effective for the particular strain, and provide 


the actual causative virus to prepare an effective 
vaccine only months after the disease became of 
potentially dangerous proportions. 

The ultimate goal of a bilateral health program is 
to help a country become self-sustaining in health 
matters as soon as possible. In addition, it is no 
longer practical to rely chiefly on quarantine meas- 
ures to safeguard the health of the people of the 
United States. The best way to attack a disease is 
at its source, and in many instances this is one of the 
main missions of medical foreign aid. 
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WELCOME TO PHILADELPHIA 


For the first time, the annual Clinical Meeting 
of the American Medical Association will be held 
in Philadelphia, one of the largest, most historical, 
and yet most modern cities in this country. Every 
American certainly would like to visit Philadelphia 
at some time to see “the Cradle of Liberty’; the 
Liberty Bell; the Betsy Ross house, where the first 
American flag was made: the Edgar Allan Poe 
house, where “The Raven” and other classics were 
written; Valley Forge, where Washington and his 
Continental Army spent the memorable winter of 
1777-1778; Carpenter's Hall, where the first Con- 
tinental Congress met; Free Quakers’ Meeting 
House, where Benjamin Franklin and his wife are 
buried; the great U. S. naval base, where many of 
the nation’s warships have been built and a large 
part of the “mothball fleet” is now docked; and the 
U. S. Mint, where in a recent three-month period 
90 million pennies were turned out, and where are 
designed and made on the order of the Congress 
medals honoring persons for contributions to this 
country’s welfare and progress, a recent one being 
the Jonas Salk medal honoring the discoverer of 
the Salk poliomyelitis vaccine, which medal con- 
tained $700 worth of gold. 

Philadelphia, in large part, lies between the 
Delaware and the Schuylkill rivers. Beyond the 
Delaware is Camden, N. J.; beyond the Schuylkill 
is West Philadelphia and that part of the city called 
the “Main Line,” where the large estates of wealthy 
residents are located. In other parts of the city are 
quaint old colonial residences on narrow streets, 
some more than 200 years old. In the heart of Phila- 
delphia is a great concentration of reminders of the 
American Revolution and the establishment of the 
United States as a free nation. 


The Modern City 


To rescue the irreplaceable shrines in old Phila- 
delphia, civic leaders sought the help of the city, 
state, and federal government to develop the In- 
dependence Mall and the Independence National 
Historical Park, which, when completed, will cost 
many millions of dollars. The Mall, which will ex- 
tend north from Independence Square, involves 
the demolition of all nonhistorical buildings for 
three blocks and the making of a formal approach 
to Independence Hall. The other project embraces 
four city blocks, in which many old buildings have 
been cleared away, while nearby will remain the 
site of Franklin’s home, Carpenters Hall, and the 
City Tavern, where delegates to the first Conti- 
nental Congress gathered. Other buildings will be 
restored, notably the Assembly Room of Inde- 
pendence Hall. To restore these buildings as they 


once were, historians have gathered the necessary 
information from more than 2 million manuscripts 
and other records. Landmarks of the whole revolu- 
tionary era in Philadelphia are being restored just 
as they were when Washington, Franklin, Hancock, 
and other Americans fought for freedom. 


Huge Industrial Plants 


Philadelphia is more than a city of historic tradi- 
tions. It has miles of huge industrial plants, acres 
of steel mills, oil refineries, pharmaceutical labora- 
tories, and hundreds of other types of industrial 
enterprises. It is said to be the largest fresh-water 
port in the world, “having recently passed New 
York City in total tonnage.” There are new super 
highways, a multi-million-dollar airport, three ma- 
jor railroads, and an excellent city transportation 
system. 

Educational Institutions 


Here are such fine institutions as the University 
of Pennsylvania, Temple University, Drexel Insti- 
tute of Technology, and Chestnut Hill. LaSalle, 
and St. Joseph’s colleges. Besides the medical 
schools at Pennsylvania and Temple universities, 
there are Jefferson Medical College, Woman's Med- 
ical College of Pennsylvania, and Hahnemann 
Medical College. Nearby are Bryn Mawr, Swarth- 
more, Rosemont, and Haverford colleges, Villanova 
University, and other institutions of higher learning. 
The first medical school in North America was 
established at the University of Pennsylvania in 
1765, and from it have graduated 21 physicians who 
later became President of the American Medical 
Association. 


Other Interesting Places 


Philadelphia is comparatively free of the frantic 
hustle of some other large cities. It is a great city 
by any standard and yet it goes all out for cultural 
living. The Philadelphia Symphony Orchestra is 
one of the finest, and the Robin Hood Dell outdoor 
concerts attract the best in the entertainment world. 
The National Philatelic Museum at Broad and Dia- 
mond features the stamps of different countries 
each month; the Atwater Kent Museum at 15 S. 
Seventh St. has popular “folk” exhibits that trace the 
growth of Philadelphia; at the University Museum, 
33rd and Spruce, the history of man is illustrated in 
the relics of ancient civilizations; the Aquarium on 
the Schuylkill River, below the Art Museum, fea- 
tures nearly 4,000 live specimens of sea life; and 
there are the American-Swedish Historical Museum 
at 1900 Patterson Ave. and Elferth’s Alley, one ot 
the oldest streets in this countrv, having houses that 
date back to 1690. 
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Philadelphia 
Highlights 


The Liberty Bell in Independence Hall. 


Below, Valley Forge Memorial Chapel. 


A part of the 
Valley Forge 
Battlefield. 


Above, Independence Hall, where the 
-U.S. Constitution and the Declaration of 
Independence were signed. 


Right. Congress Hall. 


Far right, Betsy Ross House, where the 
first American flag was made. 
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Aerial view of Convention Hall, at Curie 
Avenue and 34th Street, where exhibits, 
general scientific meetings, motion pic- 
tures, and registration will be held. 


Art Museum, at the west end 
of the Parkway. 


Right. Franklin Institute, at 20th Street and the Parkway. 


Below, Interior of Convention Hall. 
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Right, Tower Building of Episcopal Hospital at Front Street and Lehigh Avenue, 
erected in 1933 on the site of the historic Leamy Mansion. 


Misericordia Hospital, at 54th Street and Cedar Avenue. 


Right, Aerial view of the Philadelphia General Hos- 
pital, Blockley Division. 


Above, Temple University School of Medi- 
cine, at Broad and Ontario Streets. 


Right, Pennsylvania Hospital, at Eighth 
and Spruce Streets. 
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THE CLINICAL MEETING 


AMERICAN 


MEDICAL ASSOCIATION 


Philadelphia, Dec. 3-6, 1957 


OFFICIAL CALL 


TO THE OFFICERS AND MEMBERS OF THE 
AMERICAN MEDICAL ASSOCIATION 
The Clinical Meeting of the American Medical Associa- 
tion will be held in Philadelphia, Dec. 3-6, 1957. 


House of Delegates: The House of Delegates will convene 
at 10 a. m. Tuesday, Dec. 3, in the Ballroom of the Bellevue- 


Stratford Hotel. 


In the House the representation of the 


various constituent associations for the 1957 Clinical Meet- 


ing is as follows: 


1 
15 
3 
1 
District of Columbia ........... 2 
1 
10 
Isthmian Canal Zone ........... 1 
2 
6 
6 


1 
1 
8 
2 
2 
11 
1 
1 
7 
1 
3 
2 
1 


The scientific sections of the American Medical Associa- 
tion, the Medi-al Corps of the Army, the Medical Corps of 
the Navy, the Medical Corps of the Air Force, the Public 
Health Service, and the Veterans Administration are entitled 


to one delegate each. 


Meetings and Exhibits: The scientific meetings and the 
scientific and technical exhibits will be held in the Phila- 


delphia Convention Hall. 


The Opening General Assembly will begin at 9:30 a. m., 
Tuesday, Dec. 3, in Room 1 at the Philadelphia Convention 


Hall. 


The Scientific Program will open Tuesday, Dec. 3, at 
10:30 a. m., and will continue throughout the afternoon of 
that day. The program will continue on Wednesday and 
Thursday, Dec. 4 and 5, and on Friday morning, Dec. 6, 


closing at 12 noon. 


Registration: The Registration Bureau, which will be 
located in the Center Exhibition Hall of the Philadelphia 
Convention Hall, will be open as follows: 


Tuesday, Dec. 3—8 a. m. - 5:30 p. m. 

Wednesday, Dec. 4—8:30 a. m. - 5:30 p. m. 

Thursday, Dec. 5—8:30 a. m. - 5:30 p. m. 

Friday, Dec. 6—8:30 a. m. - 12 noon 

Daviw B. ALLMAN, President. 

E. Vincent Askey, Speaker, House of Delegates. 
Georce F. Lui, Secretary. 


MEMBERS OF THE HOUSE OF DELEGATES 


A Roster of the Le 
Am 


islative Body of the 


erican Medical Association 
DELEGATES FROM CONSTITUENT ASSOCIATIONS 


Alabama 
. W. McNease, Fayett 
E. Bryce Robinson Jr., F airfield 


Alaska 
Milo H. Fritz, Anchorage 

Arizona 
Jesse D, Hamer, Phoenix 


Arkansas 


ames M. Kolb, Clarksville 
ufus B. Robins, Camden 


California 
Lewis A. Alesen, Los Angeles 


E. Vincent Aske 
Cyril J. Attwoo 


aul D. Foster, Los Angeles 
Leopold H. Fraser, “ry 
— Winston Green, Vallejo 
“gene F. Hoffman, Los Angeles 
R. Stanley Kneeshaw, San Jose 
. Lafe Ludwig, Los Angeles 
‘rank A. Mac Jonald, Sacramento 
Sam J. McClendon, San Die ego 
Robertson Ward, San Francisco 
ight L. Wilbur, San Francisco 


Colorado 
H. Munro, 

d Junction 
C. Sawyer, Denver 


Connecticut 
Thomas J. Danaher, Torrington 
John N. Gallivan, East Hartford 
Stanley B. Weld, Hartford 


Delaware 
H. Thomas McGuire, New Castle 


District of Columbia 
Victor R. Alfaro, Washington 
Raymond T. Holden, Washington 


Florida 
Reuben B. Jr., 
oral 
Francis T. Holland, Tallahassee 
Louis M. Orr, Orlando 


Georgia 
A. Allen, Atlanta 
mf A. Kirkland, Atlanta 
Charles H. Richardson, Macon 


Hawaii 
Harry L. Arnold Jr., Honolulu 


Idaho 
Raymond L. White, Boise 


Illinois 
Walter C. Bornemeier, 
Everett P. Coleman, Can 
Harlan English, a 
Warren W. Furey, Chicago 
Percy E. Hopkins, Chicago 
B. E. Montgomery, Harrisburg 
J. Mather Pfeiffe nberger, 
H. Kenneth Scatliff, Chic 
Carl Steinhoff, Chicago 
C. Paul White, Kewanee 


Indiana 
5. ones, Hammond 
Ear . Mericle, Indianapolis 
W endell C. Stover, Boonville 
Gordon B. Wilder, Anderson 


Iowa 
Francis C. Colem Des Moines 
Robert N. Sioux City 


Donovan F. Ward, Dubuque 


Isthmian Canal Zone 
H. C. Pritham, Margarita 


George F. Gsell, Wichita 
L. R. Pyle, Topeka 


Kentucky 
Bailey, Harlan 
W. Vinson Fieses, Covington 
Louisiana 
ames Q. Graves, Monroe 
hilip H. Jones, New Orleans 


Maine 
Philip P. Thompson Jr., Portland 


Maryland 
Warde B. Allan, Baltimore 
Robert vanLieu Campbell, 
Hagerstown 


Lawrence R. e, Greenfield 
S. "Milton 
Charles G. Hayden, vane 
enry F, Howe, C ohas 
Nicholas S. Scarcello, 
orman A. Welch, Boston 


Michigan 
Wyman D. Barrett, Detroit 
ohn S. DeTar, Milan 
‘illis H. Huron, Iron Mountain 
William A. Hyland, ae Rapids 
obert L. Novy, Detro 
Clarence I. Owen, Detroit 


Minnesota 
J. Arnold Bargen, Rochest 
rwood J. Minneapolis 
George A. Earl, St. 
Frank J. Elias, ‘Duluth 


Mississippi 
jonn P. Culpepper Jr., Hattiesburg 
ohn F. Lucas, Greenwoo 


Missouri 
Frank L. Feierabend, Kansas City 
Durward G. Hall, § Springfield 
Joseph C, Peden Sr., St. Louis 
H. E. Petersen, St. Joseph 


Montana 
Raymond F. Peterson, Butte 


Nebraska 
Earl F. Leininger, McCook 
Joseph D. McCarthy, Omaha 
Nevada 
Wesley W. Hall, Reno 


New Hampshire 
Louis C. Theobald, Exeter 


New Jersey 
C. Byron Blaisdell, Asbury Park 
WwW F. C slo, Dover 
we, Ocean City 
J. Wallace Hurff, Newark 
L. Samuel Sica, Trenton 
Elmer P. Weigel, Plainfield 


' 
— 

mn Cass, Los Angeles 

James E. Feldmayer, Exeter 
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New Mexico 
H. Linton January, Albuquerque 


New York 
A. H. Aaron, Buffalo 
Ww P. Anderton, New York 
R. J. Azzari, Bronx 
Maurice Dattelbaum, Brooklyn 
Peter |. DiNatale, Batavia 
Gerald D. Dorman, New York 
Edward P. Flood, Bronx 
ohn M. Galbraith, Glen Cove 
hurman B, Givan, —— 
James Greenough, Oneo 
Frederic W. Holcomb, 
. Stanley Kenney, New York 
ohn J. Masterson, Brooklyn 
Yorman S. Moore, Ithaca 
Peter M. Murray, New York 
Carlton E. Wertz, uffalo 
Floyd S. Winslow, Rochester 
Ezra A, Wolff, Forest Hills 


North Carolina 
Elias $. Faison, Charlotte 
Millard D. Hill, Raleigh 
Charies F. Strosnider, Goldsboro 
North Dakota 
Willard A. Wright, Williston 


Anesthesiology 
Edward B. Tuohy, Los Angeles 
Dermatology 
Winfred A. Showman, Tulsa, Okla. 
Diseases of the Chest 
Hollis E. Johnson, Nashville, Tenn. 


Experimental Medicine and 
erapeutics 
Edgar V. Allen, Rochester, Minn. 


Gastroenterology and Proctology 
Stuart T. Ross, Garden City, N. Y. 
General Practice 
Lester D. Bibler, Indianapolis 

Internal Medicine 
Charles T. Stone Sr., Galveston, 
Texas 


DELEG 


THE CLINICAL MEETING 


Ohio 
Paul A. Davis, Akron 
Charles L. Hudson, Cleveland 
arl A. Lincke, Carrollton 
Carll S$. Mundy, Toledo 
L. Howard Schriver, Cincinnati 
Clifford C. Sherburne, Columbus 
seorge A. Woodhouse, 
Pleasant Hill 
Herbert Wright, Cleveland 


Oklahoma 
Wilkie D. Hoover, Tulsa 
Malcom E. Phelps, El Reno 


Oregon 
E. G. Chuinard, Portland 
Archie O. Pitman, Hillsboro 


Pennsylvania 
Daniel H. Bee, Indiana 
William F. Brennan, Pittsburgh 
Gilson Colby Engel, Philadelphia 
Horace Eshbach, Drexel Hill 
William L. Estes Jr., Bethlehem 
Harold B. Gardner, Harrisburg 
Samuel B. Hadden, Philadelphia 
George S$. Klump, Williamsport 


Laryngology, Otology and 
Rhinology 
Gordon F. Harkness, Davenport, 
Iowa 
Military Medicine 
Charles L. Leedham, Cleveland 
Nervous and Mental Diseases 
Francis M. Forster, Washington, 
Obstetrics and Gynecology 
Ralph E. Campbell, Madison, Wis. 
Ophthalmology 
Ralph O. Rychener, Memphis, 
Tenn. 


Orthopedic Surgery 
H. Relton McCarroll, St. Louis 


REFERENCE COMMITTEES OF THE 
HOUSE OF DELEGATES 


The Speaker of the House of Delegates, Dr. E. Vincent 


Askey, 


California, has appointed the following delegates to 


serve on the reference committees of the House at the 


Philadelphia meeting: 


Thomas W. McCreary, _ ster 

Charles L. Shafer, Kingsto 

Elmer G. Shelley, Nort East 
Puerto Rico 

F. Sanchez-Castaho, Vega Baja 


Rhode Island 
Charles J. Ashworth, Providence 


Carolina 


George D. Johnson, Spartanburg 
William Weston Jr., Columbia 


South Dakota 
Arthur A. Lampert, Rapid City 


Tennessee 
William C. Chaney, Memphis 
arles C. Smeltzer, Knoxville 
Charles C. Trabue IV, Nashville 


Texas 

Joseph B. Copeland, San Antonio 
john K. Glen, Houston 
Louis C. Heare, Port Arthur 
Milford O. Rouse, Dallas 

roy A. Shafer, Harlingen 
Truman C, Terre ell, Fort Worth 
James H. Wooten Tr. Columbus 


ATES FROM THE SECTIONS AND GOVERNMENT SERVICES 


Pathology and Physiology 
Lall G. Montgomery, Muncie, Ind. 


Pediatrics 
Woodruff L. Crawford, Rockford 
Physical Medicine 
Walter Zeiter, Cleveland 
Preventive Medicine 
R. T. Johnstone, Los Angeles 


Radiology 
Eugene P. Pendergrass, 
Philadelphia 
Surgery, General and Abdominal 
Grover C. Penberthy, Detroit 


Urology 
Jay J. Crane, Los Angeles 
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Utah 
Kenneth B. Castleton, 
Salt Lake City 
Vermont 
James P. Hammond, Bennington 
Virginia 
Vincent W. Archer, Charlottesville 
V. Linwood Ball, Richmon 
Rufus Brittain, Tazewell 
Washington 
M. Shelby Jared, Seattle 
esse W. Read, Tacoma 
Alvia G. Young, Wenatchee 
West Virginia 
Frank J. Holroyd, Princeton 
Walter E. Vest, Huntington 
Wisconsin 
Stephen E. Gavin, Fond du Lac 
Joseph C. Griffith, Milwaukee 
William D. Stovall, Madison 
Dexter H. Witte, Milwaukee 
Wyoming 
Albert T, Sudman, Green River 


United States Air Force 
Dan C. Ogle 
United States Army 
James P. Cooney 
United States Navy 
Bruce E. Bradley 
Public Health Service 
Leroy E. Burney 


Veterans Administration 
Roy A. Wolford 


There will be present also two 
student delegates from the Student 
American Medical Association. 


Hygiene, Public Health, and Industrial Health 


Raymond T. 
Cyril J. Attwood, California 


Henry F. Howe, Massachusetts 
John J. Masterson, New York 


Holden, Chairman, Washington, D. C. 


William F. Brennan, Pennsylvania 


Insurance and Medical Service 
William F. Costello, Chairman, New Jersey 
Thomas McCreary, Pennsylvania 
Milford O. Rouse, Texas 
R. T. Johnstone, Section on Preventive Medicine 
Thurman B. Givan, New York 


Amendments to the Constitution and Bylaws 
Leopold H. Fraser, Chairman, Calitornia 
Kenneth C. Sawyer, Colorado 
Millard D. Hill, North Carolina 
George S. Klump, Pennsylvania 
William D. Stovall, Wisconsin 


Legislation and Public Relations 
Percy E. Hopkins, Chairman, Illinois 
Paul A. Davis, Ohio 
Dan C. Ogle, United States Air Force 
Louis C. Heare, Texas 
M. Shelby Jared, Washington 

Medical Education and Hospitals 
Jay J. Crane, Chairman, Section on Urology 
Willard A. Wright, North Dakota 
Grover C. Penberthy, Section on Surgery, 

Abdominal 
Philip $. Foisie, Massachusetts 
Francis C, Coleman, lowa 
Medical Military Affairs 

Francis T. Holland, Chairman, Florida 
H. Thomas McGuire, Delaware 
H. Kenneth Scatliff, Illinois 
John S. DeTar, Michigan 
Donovan F. Ward, 


Board of Trustees and Secretary, Reports of 
Elmer G. Shelley, Chairman, Pennsylvania 
Dwight L. Wilbur, California 
James P. Hammond, Vermont 
Harry L. Arnold Jr., Hawaii 
Wendell C. Stover, Indiana 


Credentials 
A. A. Lampert, Chairman, South Dakota 
Spencer Kirkland, Georgia 
Edward B. Tuohy, Section on Anesthesiology 
Stanley Weld, Connecticut 
William Weston Jr., South Carolina 


General and 


Executive Session 
Vincent W. Archer, Chairman, Virginia 
L. Howard Schriver, Ohio 
Charles L. Shafer, Pennsylvania 
Donald Cass, California 
Dexter H. Witte, Wisconsin 
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Miscellaneous Business 
Willis H. Huron, Chairman, Michigan 
Frank A. MacDonald, California 
Eugene Pendergrass, Section on Radiology 
George F. Gsell, Kansas 
Carl A. Lincke, Ohio 


Reports of Officers 
Durward G. Hall, Chairman, Missouri 
Charles S. Smeltzez, Tennessee 
Rufus Brittain, Virginia 
Jesse W. Read, Washington 
Elmer P. Weigel, New Jersey 


Rules and Order of Business 


John N. Gallivan, Chairman, Connecticut 
Walter C. Bornemeier, Illinois 

Clark Bailey, Kentucky 

James Q. Graves, Louisiana 

J. Arnold Bargen, Minnesota 
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Sections and Section Work 


James H. Wooten Jr., Chairman, Texas 

Charles L. Leedham, Section on Military Medicine 

Ralph E. Campbell, Section on Obstetrics and Gynecology 
Wilkie D. Hoover, Oklahoma 

Norman S. Moore, New York 


Tellers 


Edward E. H. Munro, Chairman, Colorado 
H. Linton January, New Mexico 

Albert T. Sudman, Wyoming 

Milo H. Fritz, Alaska 


James E. Feldmayer, California 


Sergeants at Arms 


C. Paul White, Master Sergeant, Illinois 
F. Sanchez-Castano, Puerto Rico 


E. A. Allen, Georgia 


OFFICERS OF THE AMERICAN MEDICAL ASSOCIATION, 1957-1958 


President—David B. Allman, Atlantic City, 
N. J. 

President-elect—Gunnar Gundersen, La Crosse, 

is. 

Vice President— Jesse D. Hamer, Phoenix, Ariz. 

Secretary and General Manager—George F. 
Lull, Chicago. 

Assistant Secretary—Emest B. Howard, Chi- 
cago. 

Treasurer—J. J. Moore, Chicago. 

Speaker, House of Delegates—E. Vincent As- 
key, Los Angeles, 

Vice Speaker, House of Delegates—Louis M. 
Orr, Fla. 


Editor—Austin Smith, Chicago. 


Business Manager—Mr. Thomas R. Gardiner, 
Chicago. 


Board of Trustees—E. S. Hamilton, Chair- 
man, Kankakee, Ill., 1958; R. M. Me- 
Keown, Coos Bay, Ore., 1958; H. H. Hus- 
sey, Washington, D. C., 1959; F. J. L. 
Blasingame, Wharton, Te xas, 1959; L. W. 
Larson, Bismarck, N. D., 1960; J. Z. Appel, 
Lancaster, Pa., 1960; J. P. Price, Florence, 
S. C., 1961; G. M. Fister, Ogden, Utah, 
1962; C. A. Nafe, Indianapolis, Ind., 1962; 
the President; the President-elect; and, ex 
officio, the Vice President, Treasurer, 
Speaker and Vice Speaker of the House of 
Delegates. 


STANDING COMMITTEES OF THE 
HOUSE OF DELEGATES 


Judicial Council—G. A. Woodhouse, Pleasant 
Hill, Ohio, 1958; J. M. Hutcheson, Rich- 
mond, Va., 1959; L. A. Buie, Rochester, 
Minn., 1960; R. Ward, San _ Francisco, 
1961; H. L. Pearson Jr., Chairman, Miami, 
Fla., 1962; G. F. Lull, Secretary, Chicago. 

Council on Medical Education and Hospitals— 
V. Johnson, Rochester, Minn., 1958; L. S. 


Mckittrick, Chairman, Brookline, Mass., 
1958; C. T. Stone Sr., Galveston, Texas, 
1959; W. A. Bunten, Cheyenne, Wyo., 


1959; J. M. Faulkner, Cambridge, Mass., 
1960; H. English, Danville, Ill, 1960; 


G. A. Caldwell, New Orleans, 1961; J. W. 


Cline, San Francisco, 1961; W. C. Wescoe, 
Kansas City, Kan., 1962; W. B. Allan, 
Baltimore, 1962; E. L. Turner, Secretary, 
Chicago. 

Council on Medical Service—R. B. Chris- 
man Jr., Coral Gables, Fla., 1958; J. F. 
Burton, Oklahoma City, 1958; J. D. Me- 


Carthy, Chairman, Omaha, 1959; J. Lafe 
Ludwig, Los Angeles, 1959; H. B. Mul- 


holland, Charlottesville, Va., 1960; H. B. 
Woolley, Idaho Falls, Idaho, 1960; C. E. 


Wertz, Buffalo, 
rington, Conn., 


1961; T. J. Danaher, Tor- 
1961; R. L. Novy, Detroit, 


1962; D. H. Murray, Napa, Calif.; Mr. 
George W. Cooley, Acting Secretary, Chi- 
cago. 

Council on Constitution and Bylaws—S. H. 
Osborn, Hartford, Conn., 1958; F. S. Wins- 
low, Rochester, N. Y., 1959; B. E. Pickett 
Sr., Chairman, Carrizo Springs, Texas, 
1960; Walter E. Vest, Huntington, W. Va., 
1961: W. W. Furey, Chicago, 1962; J. Z. 
Appel, Lancaster, Pa.; the President, and 
the Speaker and Vice Speaker of the House 
of Delegates. 


STANDING COMMITTEES OF THE 
BOARD OF TRUSTEES 


Council on Drugs—T. Soilmann, Chairman, 
Cleveland, 1957; J. P. Leake, Washington, 
C., 1957; A. C. Curtis, Ann Arbor, 
Mich., 1957; W. C. Cutting, San Francisco, 
1958: O. O. Meyer, Madison, Wis., 1958; 
M. H. Seevers, Ann Arbor, Mich., 1958; 
T. M. Brown, Washington, D. C., 1958; J. 
Stokes Jr., Philadelphia, 1959; P. H. Long, 
Brooklyn, 1959; W. G. Workman, Bethes- 
da, Md., 1959; F. A. Simeone, Cleveland, 
1959; C. A. Dragstedt, Chicago, 1960; I. 
Starr, Philadelphia, 1960; J. M. Hayman, 
Boston, 1960; M. K. Geiling, Chicago, 
1961; E. M. Nelson, Washington, D. C., 
1961; H. K. Beecher, Boston, 1961; H. D. 
Kautz, Secretary, Chicago. 

Council on Scientific Assembly—S. P. Newman, 
Denver, 1957; J. R. McVay, Kansas City, 
Mo., 1957; H. R. Viets, Brookline, Mass., 
1958; J. A. Bargen, Rochester, Minn., 
1958; S. P. Reimann, Philadelphia, 1959. 
A. McMahon, Chairman, St. Louis, 1959; 
L. W. Larson, Bismarck, N.D., 1960; C. 
A. Lincke, Carrollton, Ohio, 1960; M. E. 
DeBakey, Houston, Texas, 1961; T. G. 
Hull, Secretary, Chicago. 

Council on Medical Physics—H. H. 
Madison, Wis., 1957; D. Vail, 
1957; S. Warren, Boston, 1957; 
berlain, Philadelphia, 
Cleveland, 1958; A. C. Cipollaro, New 
York, 1958; F. C. Bost, San Francisco, 
1959; F. H. Krusen, Chairman, Rochester, 
Minn., 1959; M. R. Mobley, Florence, S. C., 
1959; °A. Blalock, Baltimore, 1960; G. J. 
Thomas, Pittsburgh, 1960; G. E. Wakerlin, 
Chicago, 1961; °W. B. Allan, Baltimore, 
1961; R. E. DeForest, Secretary, Chicago. 

Council on Foods and Nutrition—W. H. 

Griffith, Los Angeles, 1957; W. J. Darby, 

Nashville, Tenn., 1958; C. A. Elvehjem, 

Madison, Wis., 1958; J. B. Youmans, Nash- 

ville, Tenn., 1958; L. A, Maynard, Ithaca, 

N. Y., 1959; G. A. Goldsmith, New Or- 

leans, 1959; C. S. Davidson, Chairman, 

Boston, 1959; C. A. Smith, Boston, 1960; 

D. B. Hand, Geneva, N. Y., 1960; R. Jack- 

son, Columbia, Mo., 1961; G. R. Cowgill, 


Reese, 
Chicago, 
R. Cham- 
1958; O. Glasser, 


Hamden, Conn., 1961; P. L. White, Secre- 
tary, Chicago. 


Council on Industrial Health—P. S. Rich- 


ards, Salt Lake City, 1957; J. H. Sterner, 
Rochester, N. Y., 1957; R. T. Johnstone, 


Los Angeles, 1958; L. C. McGee, Wilming- 
ton, Del., 1958; C. F. Shook, Toledo, Ohio, 
1958; J. N. Gallivan, East Hartford, Conn., 
1959; V. C. Baird, Houston, Texas, 1959; 
O. A. Sander, Milwaukee, 1959; R. A. 
Kehoe, Cincinnati, 1960; E. S. Jones, Ham- 
mond, Ind., 1960; W. P. Shepard, Chair- 
man, New York, 1961; M. N. Newquist, 
New York, 1961; B. D. Holland, Secretary, 
Chicago. 


Council on National Defense—R. A. Ben- 


son, Bremerton, Wash., 1957; P. H. Long, 
Brooklyn, 1957; R. L. Sensenich, South 
Bend, Ind., 1958; H. C. Lueth, Evanston, 


Ill., 1958; H. S. Diehl, Chairman, Minne- 
apolis, 1959; R. L. Meiling, Columbus, 
Ohio, 1959; C. P. Hungate, Kansas City, 
Mo., 1960; W. B. Martin, Norfolk, Va., 
1960; David H. Poer, Atlanta, Ga., 1961; 
H. B. Wright, Cleveland, 1961; Mr. F. W. 
Barton, Secretary, Chicago. 

Council on Rural Health-W. J. Weese, 
Ontario, Ore., 1957; W. A. Wright, Willis- 
ton, N. D., 1957; F. S. Crockett, Chairman, 
Lafayette, Ind., 1958; W. W. Washburn, 
Boiling Springs, N. C., 1958; C. S. Mundy, 
Toledo, Ohio, 1959; C. R. Henry, Little 

. 1959; F. A. Humphrey, Ft. 

Colo., 1960: N. H. Gardner, E. 
ences Conn., 1960; A. T. Stewart, 
Lubbock, Texas, 1961; C. B. Andrews, 
Sonoma, Calif., 1961; Mrs. A. Hibbard, 
Secretary, Chicago. 

Council on Mental Health—-M. R. Kauf- 
man, New York, 1957; L. H. Bartemeier, 
Chairman, Baltimore, 1958; W. H. Baer, 
Peoria, Ill., 1958; H. F. Ford, Galveston, 
1958; L. H. Smith, Philadelphia, 1959; 
G. E. Gardner, Boston, 1959; F. M. Forster, 
Washington, D. C., 1960; H. T. Carmichael, 


Chicago, 1961; R. J. Plunkett, Secretary, 
Chicago. 

Committee on  Legislation—G. M. Fister, 
Chairman, Ogden, Utah; C. B. Blaisdell, 


Asbury Park, N. J.; R. B. Chrisman Jr., 
Coral Gables, Fla.; F. C. Coleman, Des 
Moines, Iowa; H. English, ge F. 
J. Holroyd, Princeton, W. Lud- 
wig, Los Angeles; J. E. Pe ade? Tulsa, 
Okla.; D. O. Meeker, Riverside, 
M. L. Phelps, Denver; G. E, Twente, 
son, Miss.; Mr. W. E. Whyte, Secretary, 
Chicago. 

The Rouetew, Assistant Secretary, and Editor 
are ex officio members of all Standing 
Committees. 

Resigned. 
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REGISTRATION 


The Registration Bureau, which will be located in the 
Center Exhibition Hall of the Philadelphia Convention Hall 
at 34th Street and Curie Avenue, will be open as follows: 


Tuesday, Dec. 3—8 a. m. - 5:30 p. m. 
Wednesday, Dec. 4—8:30 a. m. - 5:30 p. m. 
Thursday, Dec. 5—8:30 a. m - 5:30 p. m. 
Friday, Dec. 6—8:30 a.m. - 12 neon 


An information window will be operated in connection 
with the Registration Bureau. 


Who May Register 


Members—Active, Affiliate, Associate, Service and Hon- 
orary—and invited guests may register for attendance at 
meetings. 

Residents, interns, senior medical students, Student A.M.A. 
members, and registered nurses will be given registration 
cards at a designated window. These should be filled in 
and presented at the window indicated, together with a 
card or letter signed by the superintendent of the hospital 
where they are registered or the dean of the medical school 
they attend. 


Register Early 


The Registration Bureau will be open at 8 a.m. on 
Tuesday, Dec. 3. Members are urged to take advantage of 
this early opening. 

The names and convention or local addresses of those 
who register will be included in the Daily Bulletin. This 
will enable visiting physicians to find friends who have 
registered. 


Suggestions That Will Facilitate Registration 


Members who have Advance Registration Cards can be 
registered with little or no delay, if the name of your con- 
vention hotel or local address and the number of guests 
you wish to register are filled in prior to registering. 

Present completed card at windows marked “Advance 
Registration” and you will receive a badge and a copy of 
the Official Program. 

If you do not have an Advance Registration Card and 
wish us to send one to you, just fill out the form on adver- 
tising page 126 and return it before Nov. 8, 1957, to the 
American Medical Association, 535 N. Dearborn St., Chicago 
10, Ill. 


Members without Advance Registration Cards will find 
blank cards to fill in on tables near the registration windows. 
The filled-in card should be presented, together with your 
American Medical Association Membership pocket card, at 
the window indicated. Your pocket card will be returned 
to you and you will receive a badge and a copy of the 
Official Program. 


Scientific Assembly Registration for General Officers and 
Delegates at the Bellevue-Stratford Hotel 


General officers of the American Medical Association and 
members of the House of Delegates may register for the 
Scientific Assembly near the entrance to the Ballroom at 
the Bellevue-Stratford Hotel on Tuesday, Dec. 3, begin- 
ning at 8 a.m. Delegates are requested to register for the 
Scientific Assembly before presenting credentials to the 
Reference Committee on Credentials of the House of Dele- 
gates. Delegates are urged to register early so that all 
members of the House of Delegates may be seated in time 
for the opening session of the House, which will convene 
at 10 a. m. Tuesday, Dec. 3. 

If any delegate or officer is in Philadelphia on Sunday 
or Monday, Dec. 1 or 2, he may register for the Scientific 
Assembly in the Secretary’s Office in the Crystal Room of 
the Bellevue-Strattord Hotel. 


Scientific Assembly Registration for 
Constituent Association Officers 

The President, President-elect, and Constitutional Secre- 
tary of the constituent associations may register for the 
Scientific Assembly in the Secretary’s Office in the Crystal 
Room at the Bellevue-Stratford Hotel any time on Sunday 
and Monday, Dec. | and 2, or any time after 12 noon on 
Tuesday, Dec. 3, during the week of meeting. 

From 8 a. m. to 12 noon on Dec. 3, officers of constituent 
associations may register for the Scientific Assembly near 
the entrance to the Ballroom at the Bellevue-Stratford Hotel. 

Registration for Lay Executive Secretaries 


Lay executive secretaries of component and constituent 
associations may register in the Secretary’s Office in the 
Crystal Room at the Bellevue-Stratford Hotel any time 
Sunday or Monday, Dec. 1 or 2, or any time after 12 noon 
Tuesday, Dec. 3, during the week of meeting. 

From 8 a.m. to 12 noon on Dec. 3, lay executives may 
register near the entrance of the Ballroom at the Bellevue- 
Stratford Hotel. 


HOUSE OF DELEGATES 


The House of Delegates will meet at 10 a.m. Tuesday, 
Dec. 3, 1957, in the Ballroom of the Bellevue-Stratford 
Hotel. 

The Reference Committee on Credentials will meet near 
the entrance to the Ballroom at 8:30 a.m. Tuesday, Dec. 3. 
Credentials should be presented to the Reference Committee 
on Credentials as early as possible, so that the official roll 
of the House may be prepared and the House of Delegates 
may organize promptly and proceed with its business. The 
Reference Committee will also meet preceding each subse- 
quent meeting of the House of Delegates. 

Each delegate should present properly executed cre- 
dentials signed by the president or secretary of the constitu- 
ent association, by the chairman or secretary of the section, 
or by the surgeon general or chief medical director of the 


MEETING 


House of Delegates: Ballroom, Bellevue-Stratford Hotel, 
Broad and Walnut streets. 

General Scientific Meetings: Philadelphia Convention Hall. 

Motion Pictures: Philadelphia Convention Hall. 

Color Television: Philadelphia Convention Hall. 


government service he represents. Alternates presenting 
credentials should see that the delegates whose places they 
are to take have signed the alternate authorization. 

Each delegate, before registering with the Reference 
Committee on Credentials, should register for the Scientific 
Assembly at a desk near the entrance to the Ballroom. 

Meeting rooms have been provided for the use of Ret- 
erence Committees of the House of Delegates. Reference 
Committee meetings must be held at the time and in the 
room assigned so that any who are interested in referred 
matters may appear before the committees. 

Typists will be available in the Secretary’s Office (Crystal 
Room) for preparing officials reports, resolutions, and 
motions. 


PLACES 


General Headquarters, Registration Bureau, Scientific Ex- 
hibit, Technical Exhibits and Information Bureau: Phila- 
delphia Convention Hall. - 

The Philadelphia Convention Hall is located at 34th Street 

and Curie Avenue. 
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PHILADELPHIA HOTEL RESERVATIONS 


If hotel reservations have not yet been secured by physi- 
cians other than delegates or officers of the Association who 
expect to attend the Philadelphia meeting, it is suggested 
that such physicians fill in and send directly to the A. M. A. 
Subcommittee on Hotels, c/o Philadelphia Convention and 
Visitors Bureau, Juniper and Filbert streets, Philadelphia 7, 


the application form that may be found on advertising 
page 127 of this issue of THE JouRNAL. Applications for hotel 
reservations should not be sent to the American Medical 
Association offices in Chicago. That will delay receipt of the 
application by the Subcommittee on Hotels and processing 
of your hotel reservation. 


ENTERTAINMENT 


The Woman’s Auxiliary to the Philadelphia County Med- 
ical Society extends a most cordial welcome to the wives 
of doctors attending the Clinical Session of the American 
Medical Association in Philadelphia. 

Mrs. Samuel B. Haddon and Mrs. Hugh Robertson of 
Philadelphia are chairman and co-chairman of the enter- 
tainment committee. A program of tours to historic places 
and homes in Philadelphia, a luncheon and tea at the Art 
Museum, and Wednesday matinee (theater to be an- 
nounced) are among the features planned by the committee. 

Headquarters will be at the Bellevue-Stratford Hotel. 
The ladies are invited to visit the hospitality room and be 
the guests of the Auxiliary for coffee and tea. 


Westminster Choir, Princeton University 
A special concert for the American Medical Association 
will be given on Thursday, Dec. 5, 8:15 p. m., in the Ball- 
room of the Sheraton Hotel by the Westminster Choir of 
Princeton University, Princeton, N. J. Through the courtesy 


of Winthrop Laboratories, Inc., complimentary tickets for 
those desiring them are available at the Woman’s Auxiliary 
Desk, adjacent to the Registration Bureau in Convention 


Hall. 
Tours to Historic Philadelphia 


On Friday afternoon, Dec. 6, tours will be conducted to 
places of historic interest. Transportation will be arranged 
for those who are interested, leaving the Bellevue-Stratford 
Hotel at 2:00 p. m. with visits to the following places: (1) 
College of Physicians; (2) Pennsylvania Hospital; (3) 
Philadelphia General Hospital (Osler Museum); (4) Uni- 
versity of Pennsylvania Hospital and Medical School; and 
(5) Lankenau Hospital. 

Arrangements must be made in advance, either at the 
History of Medicine booth in the Scientific Exhibit during 
the meeting, or by communicating with the Chairman of 
the Subcommittee on Tours, Dr. Herbert J. Dietrich Jr., 
2035 Delancey Philadelphia 3. , 


LOCAL COMMITTEE ON ARRANGEMENTS 


General Committee 
Gilson Colby Engel, General Chairman 

Honorary Advisory Committee 

Samuel B. Hadden, Chairman 
Edward L. Bortz Richard A. Kern 
F. F. Borzell M. L. Leymeister 
Louis S. Bringhurst Isidor S. Ravdin 
Samuel F. Cohen Stanley P. Reimann 
Patrick J. Devers Lewis C. Scheffey 
Daniel T. Erhard John W. Shirer 
William L. Estes Jr. George F. Swanson 
Charles Ferguson Carl W. Tempel 
James R. Fulton Ralph S. Wright 


Committee on Registration 

M. Gulden Mackmull, Chairman 
Anthony M. Alberico Ralph W. Lorry 
Martin L. Beller George R. Matthews 
Edwin M. Cohn William Y. Rial 
Harvey D. Groff Frank H. Ridgley 
Ursula M. Hober Alice E. Sheppard 
Frank J. Hughes Jacob Yanoft 


K. George Laquer 


Committee on Scientific Program 
Leandro M. Tocantins, Chairman 
Mr. William F. Irwin, Executive Assistant 

Bernard J. Alpers 
Katharine R. Boucot 
Edward W. Campbell 
J. S. Cowan 
A. F. DePalma 
Robert D. Dripps 
Garfield G. Duncan 
O. Spurgeon English 
William J. Erdman 
Glenn S. Everts 


Harrison F. Flippin 
Joseph T. Freeman 

Johr H, Gibbon Jr. 
Robert A. Groft 

Peter A. Herbut 

Robert A. Kimbrough Jr. 
John Lansbury 

P. Robb McDonald 

Hans May 

Thaddeus L. Montgomery 


Eugene P. Pendergrass 
I. S. Ravdin 

Harry L. Rogers 

Harry P. Schenck 
Martin J. Sokoloff 


Joseph Stokes Jr. 
Henry J. Tumen 
Charles C. Wolferth 
Carroll S$. Wright 


Committee on Television 
Lawrence Singmaster, Chairman 
Thomas M. Durant Baldwin L. Keyes 
Kendall A. Elsom Charles M. Thompson 
L. Kraeer Ferguson 


Deans’ Advisory Committee 
William N. Parkinson, Chairman 
George A. Bennett John M. Mitchell 
Charles $. Cameron George Morris Piersol 
Marion Fay 


Committee on Housing and Transportation 
Frederick W. Deardorff, Chairman 


Entertainment Committee 
Malcolm W. Miller, Chairman 
Mr. A. H. Stewart Jr., Executive Assistant 
Theodore R. Fetter Lloyd W. Stevens 


Committee on Publicity 
Joseph W. Post, Chairman 
Hugh Robertson Marston T. Woodruff 


Committee on Medical History 
Edward B. Krumbhaar, Honorary Chairman 
Nicholas Padis, Chairman 
Mr. Walton B. McDaniel, Executive Assistant 
Herbert J. Dietrich Jr. William G. Leaman 
Maurice S. Jacobs Samuel X. Radbill 
David J. La Fia Fred B. Rogers 
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Finance Committee 


Paul S, Friedman, Chairman 
George E. Farrar Malcolm W. Miller 


Committee on Women Physicians 
Catharine Macfarlane, Honorary Chairman 
Catherine B. Hess, Chairman 
Emily P. Bacon Dorothy E. Johnson 
Mary H. Easby Anne H. Pike . 
Mary Louise Gloeckner Ella Roberts 
Jean Gowing Alice E. Sheppard 
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Committee on Woman’s Auxiliary 


Mrs. Samuel B. Hadden, Chairman 
Mrs. Hugh Robertson, Co-chairman 


Mrs. F. F. Borzell Mrs. Malcolm W. Miller 
Mrs. John E. Davis Jr. Mrs. Axel Olsen 

Mrs. Gilson Colby Engel Mrs. Frank J. Rose 
Mrs. Baldwin L. Keyes Mrs. John H. Taeffner 


Mrs. Frederic H. Leavitt Mrs. Leandro M. Tocantins 


Committee on Student A. M. A. 
James P. Hamilton, Chairman 


Mrs. Hazel Broberg Edward A. Brunner 
Garland R. Brown Willard L. Meader 


THE SCIENTIFIC PROGRAM 


CONVENTION HALL 


The Scientific Program for the Philadelphia Clinical Meet- 
ing is a full one, with most of the activities taking place on 
the ground floor of Convention Hall and its adjacent exhibi- 
tion halls. 

Lectures, panels, and symposiums will be carried on in 
three lecture rooms. Color television, originating at Lankenau 
Hospital, will be viewed at Convention Hall each morning 
and afternoon. Motion pictures will include outstanding 
medical films of the year, with the authors of many of the 
films being present for discussion. The Scientific Exhibit will 
be conducted continuously from Tuesday morning to Friday 
noon. A unique teature of the meeting will be the Trans- 
Atlantic Conference with the Royal Society of Medicine in 
London on Wednesday afternoon, Dec. 4. The convenient 
arrangement of all activities in close proximity, together with 
a restaurant in the building, will make it possible for physi- 
cians attending the meeting to take full advantage of all 
portions of the program. 

The Council on Scientific Assembly extends its apprecia- 
tion to the local committee on arrangements in Philadelphia 
for its excellent cooperation and its unstinted contribution of 
time and energy. Dr. Gilson Colby Engel, the General 
Chairman, together with Dr. Leandro M. Tocantins, Chair- 
man of the Scientific Program Committee, and Dr. Lawrence 
Singmaster, Chairman of the Television Committee, have 
been exceedingly active over the past vear in arranging 
details. Appreciation is likewise extended to Smith, Kline & 
French Laboratories, Philadelphia, for its part in the pres- 
entation of color television and the Trans-Atlantic Con- 
ference. 

For the sake of convenience in making his selections, the 
visiting physician will find the printed program grouped by 
morning and afternoon periods for each day. The program 
begins Tuesday morning, Dec. 3, and will continue until 
12 noon Friday, Dec. 6. 


e@ OPENING GENERAL ASSEMBLY: ROOM 1 
Tuesday morning, Dec. 3 
Presiding: Gitson ENGEL, Philadelphia, 
General Chairman 
9:30 Speakers: 
SaMuEL B. Happen, Philadelphia, President, 
Philadelphia County Medical Society. 
Joun W. Suirer, Pittsburgh, President, Medical 
Society of the State of Pennsylvania. 
James P. Dixon Jr., Philadelphia, Commissioner 
of Public Health, City of Philadelphia. 
ALPHONSE McMaunown, St. Louis, Chairman, Coun- 
cil on Scientific Assembly, American Medical 
Association. 
Davip B. ALLMAN, Atlantic City, N. J., Presi- 
dent, American Medical Association. 


PANEL DISCUSSION: ROOM 1 
Tuesday morning, Dec. 3 
Chairman: Epwarp L. Borrz, Philadelphia. 
10:30-11:45 Panel Discussion on Oral Hypoglycemic 
Agents in the Treatment of Diabetes. 
G. Duncan, Philadelphia, 
Moderator. 
Participants: Francis D. W. LuKkens, Phila- 
delphia, Tuomas H. McGavack, New York, 
and I. Arruur Minsky, Pittsburgh. 


LECTURES: ROOM 2 
Tuesday morning, Dec. 3 
Chairman: O. SpunGEON ENG isu, Philadelphia. 
10:30-10:50 The Tranquilizing Drugs: What Can and 
What Cannot Be Expected from Them. 
VAN Buren O. Hammett, Philadelphia. 
11:00-11:20 The Depressions of Middle Life 
Joseru F. Hucnes, Philadelphia 
11:30-12:00 Emotional Problems of Growing Older. 
BaLpwin L. Keyes, Philadelphia. 


PANEL DISCUSSION: ROOM 3 
Tuesday morning, Dec. 3 
Chairman: W. Emory Burnett, Philadelphia. 
10:30-11:45 Panel Discussion on Surgery in Acquired 
Valvular Disease. 


Ropert D. Drivers Jr., Philadelphia, 
Moderator. 

Participants: WittiaAM L. GLENN, New Ha- 
ven, Conn.; Harry F. Zinsser, Philadelphia; 
Cuarces P. Baivey, Philadelphia; and Joun 
Y. Tempveton III, Philadelphia. 


MOTION PICTURES: ROOM 5 
Tuesday morning, Dec. 3 
10:30 Disorders of the Heartbeat. 
AMERICAN HEART Association, New York. 
10:57 Bedside Management of Fluid Balance Problems. 
BeLpInG H. Scripner, Seattle, and Cari R. 
Hines, Chicago. 
11:22 The Hepato Jugular Reflux: A Helpful Sign in 


Diagnosis and Treatment of Congestive Heart 
Failure. 


J. Marton Bryant, New York. 
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11:37 Hypothyroidism: Its Pathognomonic Diagnosis and 
Treatment. 


M. Srarr, Los Angeles. 


PANEL DISCUSSIONS: ROOM 1 
Tuesday afternoon, Dec. 3 
Chairman: Freperick A. Botue, Philadelphia. 


1:30-2:45 — Panel Discussion on the Treatment of Arthritis. 
Joun Lansbury, Philadelphia, Moderator. 
Participants: JosepH L. HOLLANDER and Ricu- 
arp T. Smiru, Philadelphia; ALEXANDER B. 
Gutman, New York; and Davin S. Howe 
Miami, Fla. 
Panel Discussion on Massive Upper Gastro- 
intestinal Bleeding. 
Henry L. Bockus, Philadelphia, Moder- 
ator. 
Participants: ARTHUR FINKELSTEIN, C. WIL- 
MER Wirts Jr., and JONATHAN E. Ruoaps, 
Philadelphia. 


3:00-4:15 


LECTURES AND SYMPOSIUM: ROOM 2 
Tuesday afternoon, Dec. 3 
Co-chairman: BERNARD J. ALPERS and 
Kennetu E. Appec, Philadelphia. 


1:00-1:20 Cerebral Vascular Insufficiency. 

Derek ERNEST Denny-Brown, Boston. 
1:30-1:50 The Management of Diabetic Neuritis. 

Cuarces R. SHUMAN, Philadelphia. 
2:00-2:20 Vertigo: Clinical Differentiation and Treat- 

ment. 

GasriEL A. ScHwarz, Philadelphia. 
2:30-2:50 The Management of Epilepsy. 

Rupp Philadelphia. 
3:00-3:20 Anxiety States of Early Adult Life. 

PauL J. Potnsarp, Philadelphia. 
3:30-5:00 Symposium on Juvenile Delinquency 


Aiding the Parent with the Stubborn and 
Rebellious Adolescent. 
VincENT J. Larusury Jr., Philadelphia. 
Psychiatric Aspects of Juvenile Delinquency. 
ADELAIDE McF. Jounson, Rochester, 
Minn. 
Legal Aspects of Juvenile Delinquency. 
Jupce Nocuem S. Winnett, Philadelphia. 
Pediatric Aspects of Juvenile Delinquency. 
SHERMAN LitTLE, Buffalo. 


PANEL DISCUSSIONS: ROOM 3 
Tuesday afternoon, Dec. 3 
Chairman: Hersert R. HAwtHorne, Philadelphia. 


1:30-2:45 Panel Discussion on Carcinoma of the Lung. 
Joun H. Grpson Jr., Philadelphia, Mod- 
erator. 
Participants: F. JOHNSON PUTNEY, JULIAN 
JoHNsSON, PAUL JERNSTROM, and J. Woop- 
ROW SAVACOOL, Philadelphia. 
3:00-4:15 Panel Discussion on Progress in the Treat- 


ment of Carcinoma of the Cervix. 
Rosert A. Kimproucu Jr., Philadelphia, 
Moderator. 
Participants: JoHN B. MONTGOMERY, ANTOLIN 
RaveNnTos, Georce A. Hann, and A. Rey- 
NOLDS CRANE, Philadelphia. 
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COLOR TELEVISION: ROOM 4 
Tuesday afternoon, Dec. 3 


Panel Discussion on Modern Concepts of 
Hypertension and Its Treatment. 
Josepn H. Jr., Lankenau 
Hospital, Philadelphia, Moderator. 
Participants: CHARLEs C. WoLrertTH and 
Joun kK. Hospital of the University 
of Pennsylvania; Likorr, Hahne- 
mann Medical College and Hospital; and 
Epwarp Weiss, Temple University Hos- 
pital, Philadelphia. 


2:00-4:00 


MOTION PICTURES; ROOM 5 
Tuesday afternoon, Dec. 3 
1:30 The Doctor Defendant. 
AMERICAN MEDICAL AssoctaTION, Chicago. 
2:00 Surgical Correction of Female Sterility. 
Cartos D. Guerrero, Mexico City. 
2:36 Hormonal Cyto-diagnosis (Vaginal Smears). 
ANDRE SICARD, Paris. 
2:57 The Repair of Ventral Hernia. 
Watcrer C. MacKenzie, Edmonton, Alberta, 
Canada. 
3:23 Surgical Treatment of Direct Hernia. 
Henry N. Harkins, Lester R. SAvuvAce, and 
Roy R. Verto, Seattle. 
3:53 Breech Delivery. 
Bruce Mayes, Sydney, Australia. 
4:11 The Lower Segment Cesarean Section. 
Bruce Mayes, Sydney, Australia. 


MOTION PICTURE: BALLROOM, SHERATON HOTEL 


Tuesday evening, Dec. 3 
8:30 M.D. International. 

A premiere showing of the latest March of 
Medicine television program, an hour-long 
documentary in color, depicting the work 
that American physicians are doing in remote 
corners of the globe—Korea, Hong Kong, 
Burma, Sarawak, Nepal, India, Lebanon, and 
Ethiopia. Presented in cooperation with 
Smith, Kline & French Laboratories, Phila- 
delphia. 


SYMPOSIUM AND PANEL DISCUSSION: ROOM 1 
Wednesday morning, Dec. 4 
Co-chairmen: Hans May and Tuomas M. Durant, 
Philadelphia. 

9:00-10:15 Symposium on Traumatic Injuries 
Treatment of Shock. 
Brooke Roserts, Philadelphia. 
Care of Facial Injuries. 
Henry F. Royster, Philadelphia. 
Care of the Patient with Multiple Injuries. 
L. Martin, Philadelphia. 
10:20-11:45 Panel Discussion on Plasma Lipids and 
Coronary Disease. 
CuHarves F, WILKINSON Jr., New York, 
Moderator. 
Participants: SamueL Gurin, PETER 


Louis A. SoLorr, and D. Srrovup, 
Philadelphia. 
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LECTURES: ROOM 2 
Wednesday morning, Dec. 4 
Chairman: Henry J. TuMeEN, Philadelphia. 
9:00-9:20 Precancerous Lesions of the Colon. 
T. Firrs Jr., Philadelphia. 


9:30-9:50 Carcinoma of the Stomach Appearing After 
Previous Gastric Surgery for Benign Ulcer. 
DonaLp Berxowirz and Paut Cooney, 
Philadelphia. 
10:00-10:20 Dysphagia: Clinical Differentiation and Man- 
agement. 


STANLEY H. Lorper, Philadelphia. 
10:30-10:50 Iron Therapy: Practical Considerations. 
Stuart C. Fincu, New Haven, Conn. 
11:00-11:20 Practical Uses of Products of Blood and 
Plasma Fractionation. 
Rosert T. Carrow and Louis A. KAZAL, 
Philadelphia. 
11:30-11:50 Sarcoidosis: Diagnosis and Management. 
Haroip L. and Maurice SONEs, 
Philadelphia. 


LECTURES: ROOM 3 
Wednesday morning, Dec. 4 
Chairman: JosepH Sroxes Jr., Philadelphia. 
9:00-9:20 Vaccination Against Poliomyelitis; Its Present 
and Future Status. 
Lewis L. Corntect, Camden, N. J. 
Fluid Balance in Infants. 
Hans G. Kerrer, Philadelphia. 
10:00-10:20 The Why’s of Enuresis. 
Cavin F. Serriace, Ardmore, Pa. 
10:30-10:50 The Prophylaxis of Rheumatic Fever. 
Evia Rosperts, Philadelphia. 
Penicillin Resistant Organisms in the Nursery 
and Operating Room. 
Rospert I. Wisk, Philadelphia. 
11:30-11:50 Hemolytic Disease of the Newborn. 
THomas R. Boces Jr., Philadelphia. 


9:30-9:50 


11:00-11:2¢ 


COLOR TELEVISION: ROOM 4 
Wednesday morning, Dec. 4 
10:00-12:00 Wet Clinic on Surgical Conditions of the 
Stomach and Duodenum. 

KENDALL A. Ex_som, Hospital of the Uni- 
versity of Pennsylvania, Philadelphia, 
Moderator. 

Participants: Gitson ENGEL, Law- 
RENCE SINGMASTER, and CLIFTON F, West 
Jrn., Lankenau Hospital, Philadelphia. 


MOTION PICTURES: ROOM 5 
Wednesday morning, Dec. 4 
9:00 Cholecystectomy and Operative Cholangiography. 
Joe. W. Baker and Joun H. WALKER, Seattle. 
9:38 Technique of Proctoscopy. 
RAYMOND J. JACKMAN and Epwarp R. Morcan, 
Rochester, Minn. 
9:55 Hemorrhoids or Piles and the Early Detection of 
Rectal Cancer. 
A. LAWRENCE ABEL and II. Gorpon UNGLEy, 
London. 
10:19 Vaginal Hysterectomy for Prolapse. 
Freperick J. Hormerister, Milwaukee. 
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10:36 Complete Cesarean Hysterectomy. 
M. Epwarp Davis, Chicago. 
10:58 Complete Vaginal Repair: A Simplified Approach. 
STANLEY Rocers, JACK Moore, and WARREN 
Jacoss, Houston, Texas. 
11:19 Time and Two Women: Early Diagnosis of Cancer 
of the Uterus with Special Emphasis on Cytology. 
Josepu V. Meics, Boston. 


PANEL DISCUSSIONS: ROOM 1 

Wednesday afternoon, Dec. 4 
Chairman: Harrison F. Philadelphia. 
1:30-2:45 Panel Discussion on Problems in the Long- 
term Administration of Cortisone and Other 

Anti-inlammatory Agents. 
Carrow Wricut, Philadelphia, Mod- 
erator, 


Participants: Matcoum W. Leroy W. 
KRUMPERMAN, and Frepertck B, WAGNER, 
Philadelphia; and CHarLes RAGAN Jr., New 
York. 

Panel Discussion on Practical Aspects of 
Anticoagulant Therapy in Cardiovascular 
Disease. 

Joserpu B. Vanpver Veer, Philadelphia, 
Moderator. 

Participants: Henry I. Russex, Staten Island, 
N. Y., and BLAKEMORE, ISADORE 
W. and JosepH A. WAGNER, 
Philadelphia. 


3:00-4:15 


LECTURES: ROOM 2 
Wednesday afternoon, Dec. 4 


Co-chairman: EUGENE P. PENDERGRASS and 
Perer A, Hersut, Philadelphia. 


1:00-1:30 The Late Effects of Exposure to Irradiation. 
James V. Neev, Ann Arbor, Mich. 
1:30-1:50 The Diagnosis and Neurosurgical Treatment 
of Vascular Disorders of the Brain. 
JArcer, Philadelphia. 
2:00-2:20 Diseases of the Abdominal Aorta. 


Davin W. Kramer, Philadelphia. 
Realistic Approach to Occupational Hazards 
as a Cause of Disease. 
Lemvuet C. McGer, Wilmington, Del. 
Clinical Approach to Alcoholism. 
Harotp W. New York. 
Observations on Mitral Heart Disease After 
Mitral Commissurotomy. 
Daniet W. Lewis, Philadelphia. 


4:00-4:20 The Increase in Chronic Pulmonary Disease 
in the Older Population. 
Ross K. Cuitpernose, Harrisburg, Pa. 
4:30-4:50 The Solitary Pulmonary Nodule. 


J. WinrHrop Peasopy Jr., Washington, 


PANEL DISCUSSION; ROOM 3 

Wednesday afternoon, Dec. 4 
Chairman: Lewis C. Scuerrey, Philadelphia. 
1:30-2:45 Panel Discussion on Emotional and Other 
Problems Associated with the Menopause. 
Joseru T. FREEMAN, Philadelphia, Mod- 

erator. 
Participants: Epwarp Weiss, Bruce V. Mac- 
FADYEN, ABRAHAM E. Rakorr, and JAMES 
D. Garnet, Philadelphia. 
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COLOR TELEVISION: ROOM 4 
Wednesday afternoon, Dec. 4 


1:30-3:00 Panel Discussion on an Integrated Approach 
to the Patient with Functional Complaints. 
Epwarp L. Bortz, Lankenau Hospital, 
Philadelphia, Moderator. 
Participants; BALDwin L. Keyes, Jefferson 
Medical College Hospital; JosepH Hucues, 
Hospital of the Woman’s Medical College of 
Pennsylvania; and CHartes M. THOMPSON, 
Hahnemann Medical College and Hospital, 
Philadelphia. 


TRANS-ATLANTIC MEDICAL CONFERENCE: 
BALLROOM 


Wednesday afternoon, Dec. 4 


American Medical Association Clinical Meeting, 
Philadelphia Royal Society of Medicine, 
London, England 

3:00-4:30 — (Eastern Standard Time ) 

8:00-9:30 (Greenwich Time ) 
This program is presented with the cooperation of Smith, 
Kline & French Laboratories in honor of Thomas Hodgkin on 
the occasion of the 125th anniversary of the description of 
Hodgkin’s disease. 

Panel Discussion on Advances in Chemotherapy of Cancer 
with Special Reference to the Leukemias 
American Medical Association Panel in Ballroom, Conven- 

tion Hall, Philadelphia. 

LeaNpRO M. Tocantins, Professor of Clinical and Ex- 
perimental Medicine, Jefferson Medical College of 
Philadelphia, Philadelphia, Moderator. 

Participants: JosepH H. BurcHENAL, Cornell University 
Medical College, and Memorial Center for Cancer 
and Allied Diseases, New York; R. Pattie Custer, 
University of Pennsylvania School of Medicine, and 
Presbyterian Hospital, Philadelphia; Stoney FARBER, 
Harvard Medical School, Boston; Emm Fret, Na- 
tional Cancer Institute, Bethesda, Md.; and Howarp 
Skipper, Southern Research Institute, Birmingham, 
Ala. 

Royal Society of Medicine, Section on Surgery, London. 

Dickson Wruicur, Chairman, Section on Surgery, Royal 
Society of Medicine, London, Moderator. 

Participants: —Sir ALEXANDER Happow, FRANZ BERGEL, 
and RONALD Bop.iey-Scorr, London. 


PANEL DISCUSSIONS: ROOM 1 
Thursday morning, Dec. 5 
Chairman: Dana Weeper, Philadelphia. 
9:00-10:15 Panel Discussion on the Treatment of Frac- 
tures Involving Joints. 
ANTHONY F. DEPALMA, 
Moderator. 
Participants: Jesse T. C, 
CoLonna, A. WALKLING, and JOHN 
Dow Philadelphia. 
10:30-11:45 Panel Discussion on Detection and Manage- 
ment of Accidental Poisoning. 
KATHARINE Boucor, Philadelphia, 


Philadelphia, 


Moderator. 
Participants: 

Toxicologist. RiepERs, 
Philadelphia. 

Psychiatrist. Q. Rocue, 
Philadelphia. 

Pediatrician. FrLix E, KARPINSKI, 
Philadelphia. 

Pathologist. S. FisHer, 
Baltimore. 
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LECTURES: ROOM 2 
Thursday morning, Dec. 5 


Chairman: Harry P. ScuHenck, Philadelphia. 


9:00-9:20 The Treatment of Disease of the Peripheral 
Arteries. 
Hucu Montcomenry, Philadelphia. 
9:30-9:50 The Cardiac Patient as a Surgical Risk. 


James E. Eckenuorr, Philadelphia. 
10:00-10:20 Surgical Convalescence: When Does It End? 
N. Henry Moss, C. W. ScHWEGMAN, and 
F. Curtis Donan, Philadelphia. 
10:30-10:50 Care of Soft Tissue Wounds. (Motion picture) 
H. ZrPpERMAN, Fort Sam Hous- 
ton, Texas. 
11:00-11:20 Common Forms of Obstructive Uropathy and 
Their Management. 
TuHropore R. Fetter, Philadelphia. 
11:30-11:50 The Surgery of Paralysis Agitans. 
H. Houston Merritt, New York. 


LECTURES AND SYMPOSIUM: ROOM 3 
Thursday morning, Dec. 5 


Co-Chairman: Martin J. SOKOLOFF and 
DonaLp M. Philadelphia. 


9:00-9:20 What Radioisotope Therapy Has to Offer. 
JosepH P. CoxcaNNon and SIMON 
Kramer, Philadelphia. 
9:30-9:50 The i of Acute Hepatitis. 


V. Paut Havens, Philadelphia. 
10:00-10:20 eteels Screening Tests for Detecting Dis- 
ease. 
KENDALL A. Philadelphia. 
Symposium on Atopic Eczema 
Pediatric Aspects. 
Ricuarp W. Oumsreap, Philadelphia. 
Allergic Aspects. 
Merce M. Philadelphia. 
Immunologic Aspects. 
T. N. Harris, Philadelphia. 
Dermatological Aspects. 
F. Burcoon, Jr., Philadelphia. 


10:30-12:00 


COLOR TELEVISION: ROOM 4 
Thursday morning, Dec. 5 


10:00-12:00 Wet Clinic on Surgical Conditions of the 
Colon. 
SAMUEL P. HarnsBison, University of Pitts- 
burgh Medical School, Pittsburgh, 
Moderator. 
Participants: J. MonrcomMery DrAver, JOHN 
OPKINS, and Epwin W. SHEARBURN JR., 
Lankenau Hospital, Philadelphia. 


MOTION PICTURES: ROOM 5 
Thursday morning, Dec. 5 


9:00 Anaphylaxis and Allergy. 
PasTeuR VALLERY-RADoT and BERNARD N. 
HALPERN, Paris. 
9:47 Structure and Function of the Middle Ear. 
Ichiro Tokyo. 
10:12. The Physician and Emotional Disturbance. 
AMERICAN MeEpicaL Association, Chicago. 
11:12 The Meti-Steroids in Rheumatoid Arthritis. 
JosepH New York; ABRAHAM Ko- 
Lovin, Montclair, N. J.; and Evetyn Mer- 
rick, Orange, N. J. 
11:36 Principles of Artificial Respiration. 
JaMes C, WHITTENBERGER, BENJAMIN G. FER- 
nis Jr. and Jere Meap, Boston. 
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12:06 Edema and Congestive Heart Failure. 
SAMUEL JACOBSON, Detroit. 


PANEL DISCUSSION: ROOM 1 
Thursday afternoon, Dec. 5 
Chairman: JoHN Royat Moore, Philadelphia. 
1:30-2:45 Panel Discussion on Management of Burns. 
I. S. Ravptn, Philadelphia, Moderator. 
Treatment of Initial Shock. 
THomas F. NEALOon, Philadelphia. 
General and Local Treatment of Burns. 
Wooprow W. LinpENMuTH, West Ha- 
ven, Conn. 
Skin Grafts in Burns. 
Preston C. Iverson, Philadelphia. 
Late Treatment of Burns. 
RicHarp Oakey Jr., Philadelphia. 
Panel Discussion on Low Back Pain and Sci- 
atic Radiation. 
Rosert A. Grorr, Philadelphia, Moder- 
ator. 
Participants: Henry S. Wreper Jr., WILLIAM 
H. Wuirecey III, Georce D. Gammon, 
and L. Philadelphia. 


LECTURES: ROOM 2 
Thursday afternoon, Dec. 5 


Co-Chairman: THappeus L. Monrcomery and 
GLENN S. Everts, Philadelphia. 


Microbiologic Problems in Obstetrics. 
Warren R. Lanc, Philadelphia. 
Preparing the Parents for Parenthood. 
Mario A. Philadelphia. 
Clinical Use of Long-Acting Progesterones. 
S. Leon Philadelphia. 
Dangers Attending the Elective Induction of 
Labor. 
Epwarp H. Bisnop, Philadelphia. 
Observations on the Survival of Patients 
Treated for Uterine Cancer During a 34- 
Year Period (1921-1955). 
Lewis C. Scuerrey, Philadelphia. 
Correction of Institutional Delay in the Treat- 
ment of Pelvic Cancer. 
Crayton T. BeecuaM, Philadelphia. 
Avoidable Causes of Fetal Death. 
Joun P. Emicn Jr., Philadelphia. 
4:30-4:50 Prevention of Fetal Anoxia. 
Mario V. Tronceuitt, Philadelphia. 


PANEL DISCUSSION AND SYMPOSIUM: ROOM 3 


Thursday afternoon, Dec. 5 


Co-Chairman: Georce Morris Prersot and 
J. ErpMan II, Philadelphia. 


1:30-2:45 


3:00-4:15 


1:00-1:20 
1:30-1:50 
2:00-2:20 
2:30-2:50 


3:00-3:20 


3:30-3:50 


4:00-4:20 


Panel Discussion on Essential Hypertension. 
Cuarces C. Wotrertu, Philadelphia, 
Moderator. 

Participants: JosepH H. HAFKENSCHIEL, AL- 
FRED M. SELLERS, and WILLIAM A. JEFFERS, 
Philadelphia, and CHarLes W. RoBertson, 
Boston. 

Symposium on Management of the Hemi- 
plegic Patient. 

Internist. 

Water C. KLINGENSMiTH, Philadelphia. 

Urologist. 

Lowrain E. McCrea, Philadelphia. 

Neurologist. 

Ropney A. Farmer, Philadelphia. 

Psychiatrist. 

Emery K. Stoner, Philadelphia. 


3:00-4:15 
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COLOR TELEVISION: ROOM 4 
Thursday afternoon, Dec. 5 


Symposium on Diagnostic and Definitive Office Procedures 
Ricuarp A. Kern, Temple University Hospital, 
Philadelphia, Moderator. 


2:00-2:30 Office Diagnosis and Treatment in Urology. 

Cuartes A. W. Lankenau Hospital, 
Philadelphia. 

Surgery of the Ambulatory Patient. 

L. KraAEER Fercuson, Hospital of the 
Woman’s Medical College of Pennsyl- 
vania, Philadelphia. 

Office Treatment of Gastrointestinal Diseases. 

James L. Rorn, Graduate Hospital of the 
University of Pennsylvania, Philadel- 
phia. 

Office Procedures in the Diagnosis and Treat- 
ment of Female Endocrinological Problems. 

A. E. Raxorr, Jefferson Medical College 
Hospital, Philadelphia. 


MOTION PICTURES: ROOM 5 
Thursday afternoon, Dec. 5 


1:30 Grand Rounds: Pre-Malignant and Malignant Le- 
sions of the Breast and Colon. 
Henry L. Bockus, Puicipe J. Hopes, EuGENE P. 
Penpercrass, and I. §. Ravptn, Philadelphia; 
Georce Crite Jr., Cleveland; Joun R. Mc- 
Dona.p, Rochester, Minn.; ALTON OCHSNER, 
New Orleans; and Leo G. RicLter, Minnea- 
olis. 
2:30 Radical Subtotal Gastrectomy for Carcinoma of the 
Distal Stomach. 
H. Reming, Rochester, Minn. 
2:49 Surgical Problems in Ulcerative Colitis. 
Howarp A, PATTERSON and T. ScuppDER WINs- 
Low, New York. 
3:15 Gastric Ulcer or Carcinoma, Recognition and Treat- 
ment. 
SAMUEL F. MARSHALL, Boston. 
3:44 Total Colectomy. 
Wa ter J. Burperre, St. Louis. 
4:24 Coccidioidomycosis: Its Epidemiologic and Clinical 
Aspects. 
Rocer Eceserc, Los Angeles. 


PANEL DISCUSSION AND SYMPOSIUM: ROOM 1 
Friday morning, Dec. 6 


Chairman: Cuartes A. W. UHLE and 
Harry L. Rocers, Philadelphia. 

9:00-10:15 Panel Discussion on Chronic Infections of 
the Urinary Tract. 

Epwarp W. Philadelphia, 
Moderator. 

Participants: Davin M. Davis and WILLIAM 
Enricu, Philadelphia, and Josepu M. Hay- 
MAN Jr., Boston. 

Symposium on Allergic Sensitivity 

Sensitivity to Drugs. 

Louis Turt, Philadelphia. 

Sensitivity to Foods. 

Jean Crump, Philadelphia. 

Sensitivity to Cosmetics and Plastics. 

Rupoir L. Barr, New York. 


2:30-3:00 


3:00-3:30 


3:30-4:00 


10:30-11:45 


LECTURES: ROOM 2 
Friday morning, Dec. 6 
Chairman: Joun S. Cowan, Philadelphia. 


The Recognition and Treatment of the Cardiac 
Arrhythmias. 
SAMUEL Be.tet, Philadelphia. 


9:00-9:20 
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9:30-9:50 Low Oxygen Test for Coronary Artery Dis- 
ease. 
RAyMonp Penneys, Philadelphia. 
10:00-10:20 What Cardiac Lesions Are Best Treated 
Surgically. 
Joun H. Gipson Jr. and Caries C. 
Wotrerrnu, Philadelphia. 
10:30-10:50 Has the Injection Treatment of Varicose Veins 
Become Obsolete? 
Ecaont J. Ornpacn, New Britain, Conn. 
11:00-11:20 Drug Therapy Against Hypertension. 
L. House, Philadelphia. 


LECTURES: ROOM 3 
Friday morning, Dec. 6 
Chairman: P. Ross McDonacp, Philadelphia. 


9:00-9:20 Modern Management of Disorders of the 
Thyroid. 
Epwarp Rost, Philadelphia. 
9:30-9:50 Oral Manifestations of Systemic Disease. 
James R. Canternon, Philadelphia. 
10:00-10:20 Hormonal Factor in Congestive Heart Failure. 
Jounx H. Lanacn, New York. 
10:30-10:50 Antibiotic Resistant Staphylococci. 
H. Taytor Philadelphia. 
11:00-11:20 Management of Gastritis. 
EMMANUEL Deutscn, Boston. 
11:30-11:50 Experiences with Coumadin as an Anticoag- 
ulant. 
Samurt Yarrow, 
Kravirz, and Victor Mark- 
son, Philadelphia. 


COLOR TELEVISION: ROOM 4 
Friday morning, Dec. 6 


10:00-11:00 Wet Clinic on Problems of the Cataract 
Patient—Glaucoma. 
Rosert D. Musercer, Lankenau Hos- 
pital, Philadelphia, Moderator. 
Participants: P. Ropp McDona.p, Lankenau 
and Wills Eve Hospitals; BerNarp C. Get- 
TES, Philadelphia General and Wills Eve 
Hospitals; and Invinc H. Leoroup, Grad- 
uate Hospital of the University of Pennsyl- 
vania, Philadelphia. 
11:00-12:00 Wet Clinic on Plastic and Reconstructive 
Surgery. 
Henry Pace Royster, Hospital of the 
University of Pennsylvania, Philadel- 
phia, Moderator. 
Participants: HANs May and Ricnarp 
Oakey Jr., Lankenau Hospital, and Artruur 
W. Von Deten, Hospital of the University 
of Pennsylvania, Philadelphia. 


MOTION PICTURES: ROOM 5 


Friday morning, Dec. 6 


9:00 Bedside Management of Fluid Balance Problems. 
H. Scripner, Seattle, and R. 
Hines, Chicago. 
9:25 Surgical Treatment of Direct Hernia. 
Henry N. Hankins, Lester R. SAUVAGE, and 
Roy R. Verro, Seattle. 
9:55 Breech Delivery. 
Bruce Mayes, Sydney, Australia. 
10:13 Surgical Problems in Ulcerative Colitis. 
Howarp A. Parrerson and T. Scupper Wins- 
Low, New York. 
10:39 Gastric Ulcer or Carcinoma: Recognition and Treat- 
ment, 
SAMUEL F. MAnsHALL, Boston. 
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11:08 Hemorrhoids or Piles and the Early Detection of 
Rectal Cancer. 
A. LAWRENCE ABEL and H. Gorpon UNGLEy, 
London. 


THE SCIENTIFIC EXHIBIT 


The Scientific Exhibit will be located on the lower level of 
Grand Exhibition Hall and can be reached by entrances 
from the Technical Exposition. 

The Council on Scientific Assembly has arranged several 
features, including the Special Exhibit on the History of 
Medicine in Philadelphia, the Special Exhibit on Fractures, 
and Manikin Demonstrations on Problems of Delivery. The 
Scientific Exhibits by individual authors are grouped under 
subjects. 

The Scientific Exhibit will open Tuesday morning, Dec. 3, 
at 9 a. m. and will close Friday, Dec. 6, at 12 noon. On the 
intervening days, it will be open from 8:30 a. m. to 5:30 
p.m. 


SPECIAL EXHIBIT ON HISTORY OF MEDICINE 
IN PHILADELPHIA 
Spaces 427-431 
The special historical exhibit “Philadelphia, Cradle of 
American Medicine” is presented under the auspices of the 
following committee: 
Epwarp B. KruMBHAAR, honorary chairman. 
Papis, Chairman. 
Watton B. McDanie., 2nd, Executive Officer. 
HerBert J. Dierricnu Jr. 
Maurice $. Jacoss 
Davip J. La Fia 
G. LEAMAN 
SAMUEL X. RAbBILL 
Frep B. RoGERs 
With the aid of rare documents, pictures, and charts, the 
exhibit shows the development of hospitals, medical schools, 
societies, and literature in the city in which the American 
Medical Association held its first meeting, in 1847, and 
which gave the Association its first President, Dr. Nathaniel 
Chapman. One of the items on exhibit is the Registration 
Book of that meeting. 
Members of the committee will be in attendance daily 
from 10 a. m. to 12 noon, and from 1 to 5 p. m., to answer 
questions and to demonstrate the exhibit. 


LECTURES ON MEDICAL HISTORY 
Space 432 
Lectures on medical history will be conducted daily in a 

conference room adjoining the exhibit with the following 
subcommittee in charge: 

Frep B. Rocers, chairman. 

HerBert J. Dierricn Jn. 

Davip J. La Fia 


Tuesday afternoon, Dec. 3 
Presiding: Lewis C. Scurrrey, Philadelphia. 
2:00 Some Aspects of Colonial Medicine in America. 
Henry K. Viers, Brookline, Mass. 
2:30 Philadelphia’s Contribution to Nosography. 
Frep B. Rocenrs, Philadelphia. 


Wednesday afternoon, Dec. 4 
Presiding: Wittiam G. Leaman, Philadelphia. 


2:00 Frederick J. Novy and Some Origins of American 
Bacteriology. 
EsMonb R. Lonc, Philadelphia. 
2:30  Philadelphia’s Contribution to Psychosomatic Medi- 
cine. 
NicHoias Papis, Philadelphia. 
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Thursday afternoon, Dec. 5 
Presiding: NicHoLas Papis, Philadelphia. 
2:00 The Cultural Environment Surrounding the Origin 
of the American Medical Association. 
BENJAMIN SPECTOR, Boston. 
2:30 Philadelphia’s Contribution to Pediatrics. 
SAMUEL RApBILL, Philadelphia. 


TOURS TO HISTORIC PHILADELPHIA 
Friday afternoon, Dec. 6 
2:00 Start at the Bellevue-Stratford Hotel. 

On Friday afternoon, Dec. 6, tours will be conducted to 
places of historic interest. Transportation will be arranged 
for those who are interested, leaving the Bellevue-Stratford 
Hotel at 2:00 p. m., with visits to the following places: 

1. College of Physicians. 

2. Pennsylvania Hospital. 

3. Philadelphia General Hospital (Osler Museum). 

4. University of Pennsylvania Hospital and Medical School. 

5. Lankenau Hospital. 

Arrangements must be made in advance, either at the 
History of Medicine booth in the Scientific Exhibit during 
the meeting, or by communicating with the Chairman of the 
Subcommittee on Tours, Dr. Hersert J. Drerricn Jr., 2035 
Delancey PI., Philadelphia 3. 


SPECIAL EXHIBIT ON FRACTURES 
Spaces 301-302 
401-402 

The Special Exhibit o Fractures is presented under the 
auspices of the following committee: 

G. Carotuers, Cincinnati, chairman. 
Harry B. Hatt, Minneapolis. 
Cuarves V. Heck, Chicago. 

Continuous demonstrations will be conducted daily from 
10 a. m. to 12 noon and from 2 to 4 p. m. from Tuesday 
morning to Friday noon on the following subjects: 

Fractures Resulting from a Fall on the Outstretched 
Hand. 

Fractures of the Ankle. 

Fracture of the Lower End of the Radius. 

Basic principles will be stressed, with particular emphasis 
on the interest of the physician in general practice. Ample 
opportunity will be allowed for questions, and members of 
the committee will be present to discuss individual prob- 
lems with visiting physicians. 

A pamphlet giving the essential features of the exhibit has 
been prepared for distribution. 

The following surgeons will assist the committee in the 
presentation of the exhibit: 

CuHar_es DeBovp Jr., Poughkeepsie, N. Y. 
Roy E. Brackin, Winnetka, II]. 

F. Paut Durry, Cincinnati. 

McDaniet Louisville, Ky. 
Hersenrt C. Fett Jr., Brooklyn, N. Y. 
Morais E. GoLpMAN, Hollywood, Fla. 
Haro.p T. Hansen, South Orange, N. J. 
Harter, Pittsburgh. 

KENNETH T. Maywood, 
WituiaM J. Kisrev, Springfield, Mass. 
T. KRIETE New York. 

Wa ter D. Luptum Jr., New York. 
SypNnEyY N. Lytt Le, Flint, Mich. 

ANDREW R. Maicer, Poplar Grove, Mo. 

E. M. Neprune, Syracuse, N, Y. 

THEODORE Nor_ey, West Palm Beach, Fla. 
EpMunpb T. RuMBLE Jr., Callicoon, N. Y. 
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Joun C, SCHMERGE, Cincinnati. 

S. RALPH TERHUNE, Birmingham, Ala. 
FRANKLIN V. Wane, Flint, Mich. 
KENNETH R. Weston, Allentown, Pa. 


PROBLEMS OF DELIVERY—MANIKIN 
DEMONSTRATIONS 
Space 332 

Manikin demonstrations on problems of delivery wil! be 
conducted at stated intervals throughout the week by out- 
standing obstetricians. An opportunity for questions and 
answers will be given after each demonstration. 

THappeus L. Monrcomery, Philadelphia, is in charge of 
the demonstrations. The following schedule will be pre- 
sented: 

Tuespay, Dec. 3 
Normal Vertex Delivery in Lithotomy and 
Lateral Positions. 
A. Bowers, Philadelphia. 
4.30 p.m. Vertex Delivery with Local and Pudendal 
Block. 
Joun P. Emiucu Jr., Philadelphia. 


12:30 p.m. 


WebNEspay, Dec. 4 
Persistent Occiput Posterior. 

Exvste R. Carrincton, Philadelphia. 
Breech Presentation. 

Joseru L. Finn, Jenkintown, Pa. 


10:00 a.m. 


12:30 p.m. 


Tuurspay, Dec. 5 
10:00 a.m. Outlet Dystocia and Forceps Delivery. 
New .in F. Paxson, Philadelphia. 
Brow, Shoulder, Compound Presentation. 
Harry Frevps, Philadelphia. 


12:30 p.m. 


Fripay, Dec. 6 
10:00 a.m. Version, External and Internal. 
James R. Herron, Camden, N. J. 


PSYCHOLOGY AND NEUROLOGY 
Space 103 
Behavioral Effects of Meprobamate on Normal Subjects. 
James Micver, University of Michigan Medical School, 
Ann Arbor, Mich. 
Space 104 
Control of Seizures and Hypertonus: Meprobamate in Teta- 
nus, Epilepsy and Cerebral Palsy: An Evaluation. 

M. A. PertsTern and Harry ELAM, Children’s Neurol- 

ogy Service, Cook County Hospital, Chicago. 
Space 105 
Clinical-Pathologic Correlation in Infants and Children with 
Damage to the Central Nervous System. 

Joun and James B. Arey, St. Christopher's 
Hospital for Children and Temple University School 
of Medicine, Philadelphia. 

Space 106 
The Ataraxics in General Hospital Practice. 

Joun D. Scuutrz, District of Columbia Hospital, Wash- 

ington, D. C. 
Space 109 
Surgical Brain Lesions: Their Diagnosis and Pathology. 

and Henry K. SHoemakenr, Jefferson 

Medical College and Hospital, Philadelphia. 


Space 110 
Therapeutic Approach in Parkinson’s Disease. 


Lewis J. Dosuay, Columbia Presbyterian Medical Cen- 
ter, New York. 
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HEADACHE 
Space Lil 
Migraine: Pandora’s Box. 
KeirH W. SHELDON, Colorado Springs, Colo. 
Space 112 
Headache: Statistical Analysis of Pharmacotherapy in Over 
5,000 Patients. 
ARNOLD P. FrieEDMAN and Samuri PILCHMAN, Monte- 
fiore Hospital, New York. 
Space 113 
Headaches of Vascular Origin. 
Frep W. Wirricu, Minneapolis. 
Space 114 
Headache in Children. 
Harry R. Lircuriecp, Brooklyn, N. Y. 


ALCOHOLISM 
Space 115 
Alcoholism—A Basic Approach to Treatment: Recognition 
of Tension Tolerance as the Key Factor. 
Leon A. GREENBERG, Center of Alcohol Studies, Yale 
University, New Haven, Conn. 
Space 118 
Citrated Calcium Carbimide in the Treatment of Chronic 
Alcoholics. 
Jackson A. D. McLean, and Ceci. 
Wirtson, Nebraska Psychiatric Institute, Omaha. 
Space 119 
A New Tool in the Management of Alcoholism: The Third 
Major Public Health Problem. 
VERNELLE Fox, Georgian Clinic, Atlanta, Ga. 
Space 120 
Alcoholism: Alcoholism Is Your Business. 


Marvin A. Biocx, Buffalo, N. Y., Committee on Alco- 
holism, American Medical Association. 


TRANQUILIZERS AND ANESTHETIZERS 
Space 121 
Quiescence in Pediatric Surgery. 
Max S. Sapove and THropore 3. University of 
Illinois Research and Educational Hospitals, Chicago. 
Space 122 
An Adaptable Adjunct in Anesthesia. 
ALBERT E. BLUNDELL, JoHN W. PILLION, BENSON 
BopvELL, and F. Paut ANssro, St. Catherine’s and 
Holy Family Hospitals, Brooklyn, N. Y. 
Space 123 
The Intravenous Use of Prochlorperazine in Anesthesiology. 
LeRoy W. KRUMPERMAN, SHERMAN C. Mescurer, EL- 
BERT L. Ciose, Many R. Wester, and JAMeEs 
Erickson, Temple University Medical Center, Phil- 
adelphia. 
Space 124 
Drug-Induced Depressions: Fact or Fallacy. 
FRANK J. Ayp Jn., Franklin Square Hospital, Baltimore. 
Space 125 
Prochlorperazine in Treatment of Psychiatric Patients. 
DoucLas GoipMAN, FRANCIS M. STEPHENS, PHILIP 


ROSENBERG, and BricirreE ROSENBERG, Longview 
State Hospital, Cincinnati. 
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Space 126 
Treatment of Tension States of the Middle Years. 
B. WHEELER JENKINS, Germantown Hospital, Philadel- 
phia. 
Space 127 


Pediatric Use of Prochlorperazine. 
Louts ARNOLD WIKLER, Abington, Pa. 


Space 129 
Safer Sleep for the Profession. 
Epwin Mart in, Carlisle Hospital, Carlisle, Pa. 
Space 130 
Animal Behavior as a Measure of Tranquilization: A Vital 
Phase of Pharmaceutical Research. 

ALEXANDER, RALPH TEDESCHI, Davip TEDESCHI, 
and Rosert Tucker, Smith, Kline & French Labora- 
tories, Philadelphia. 

Space 131 
Behavioral Analysis of Various Central Stimulants. 

Don V. Frvoccnio, Marie \icArnruur, Ernest B. Sicc, 
and JurG A. Scunemer, Ciba Pharm ceutical Prod- 
ucts, Inc., Summit, N. J. 


CANCER 
Space 203 
Correlative Cellular Morphology Exfoliative Cytology. 

J. Lind Jr., Sprinz, and THomas R. 
Turner, Walter Reed Army Hospital, Walter Reed 
Army Medical Center, Washington, D.C. 

Space 204 
Clinical Patterns of Small Bowel Tumors. 

ALLAN D. James F. Parrerson, ALICE Ert- 
TINGER, and G. GHERARDI, New England Center Hos- 
pital and Tufts University Medical School, Boston. 

Space 205 
Techniques in Geographic Pathology of Cancer. 

Lucia J. DunuaAmM and Haroip F. Dorn, National 
Cancer Institute, Public Health Service, Department 
of Health, Education and Weltare, Bethesda, Md. 

Space 206 
Biochemical Biopsy. 

Feuix Wrosiewski, Sloan-Kettering Institute, Memo- 

rial Center, New York. 
Space 207 
Fluorescence Microscopy in Cancer Research. 

LupwiGc VON BeRTALANFFY, FRANCIS MAsin, and Mant- 
ANNA MasiIN, Mount Sinai Hospital, Los Angeles, and 
WALTER SusSMAN, Doctors Hospital, Philadelphia. 

Space 208 
Tobacco and Health: Research Program. 
Ropert C. Hockerr, Tobacco Industry Research Com- 
mittee, New York. 
Space 209 
Cancer in Giant Histologic Sections: Methods and Applica- 
tions of Large Tissue Sections to Study of Irradiation 
Reactions. 

H. J. C. MacMittan and Lancpon Parsons, Lemuel 

Shattuck Hospital, Boston. 


Space 210 
Roentgenography of the Breast. 
J. GersHon-Couwen, Vicrork KreMENs, S. M. BERGER, 


and HELEN INGLEBy, Albert Einstein Medical Center, 
Northern Division, Philadelphia. 
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PATHOLOGY AND LABORATORY 
Space 211 
Prevention of Streptococcal Infection and Rheumatic Fever: 
Summary of a Four-Year Study. 
Benepict F. MAsseLL, SAMUEL L. STANCER, JOSEPH M. 


MILLer, JoHN A. VECCHIOLLA, SIDNEY Bropre, and 
Evior YounG, House of the Good Samaritan, Boston. 


Space 212 
Staphylococcal Hospital Infections. 

Howarp H. Steet, KENNETH M. Scurecx, H. TAYLor 
CASWELL, NORMAN LEARNER, RoBERT R. Tyson, and 
Evste R. Carrinctox, Temple University Medical 
Center, Philadelphia. 

Space 213 
Chronic Thyroiditis and Autoimmunization. 

Ernest Wiressky, JOHN R. PAINE, KORNEL TERPLAN, 
Noe. R. Rose, and RicHarp W. EGAN, University of 
Buffalo School of Medicine and the Buffalo General 
Hospital, Buffalo. 

Space 214 
Radioactive Cobalt Labeled Vitamin B-12 (B-12 CO-60): 
Application in Clinical and Experimental Medicine. 

Joun W. Frost, Marrrep 1. Goupwern, and ELizABETH 
E. Wuereat, University of Pennsylvania School of 
Medicine, Philadelphia. 

Space 215 
Morphology of Human Blood Cells. 

L. W. Diccs, Dororny Sturm, and ANN BELL, Uni- 
versity of Tennessee College of Medicine, Memphis, 
Tenn. 

Space 216 
Estrogens and Components of Coagulation. 

J. Frepertc JoHNSON, Wayne State University College 

of Medicine, Detroit. 
Space 218 
Echo and Coxsackie Viruses. 

Tuomas M. Rivers, Nation: « oundation for Intantile 

Paralysis, New York. 
Space 219 
Micro and Ultramicro Protein Tests. 


Epwin M. Knicuts Jr., Roperick P. MACDONALD, and 
JAAN PLoompvuu, Detroit. 


Space 220 
Pathologic Findings in Pulmonary Histoplasmosis. 
Henry C. Sweany, Davin F. Gorevicx, Frep C. 
LER, CHARLES A. Brasner, and J. H. Jones, Missouri 
State Sanatorium, Mount Vernon, Mo. 


ARTHRITIS AND RHEUMATISM 
Space 221 
Connective Tissue Diseases. 
BerNArp M. Norcross and SALVATORE R. LaTona, 


University of Buffalo School of Medicine and Buffalo 
General Hospital, Buffalo. 


Space 222 
The Therapy of Rheumatoid Arthritis. 
B. Raw is and Irvin F. HERMANN, New York. 
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Space 223 


X-Ray Changes in Rheumatoid Arthritis. 
THeoporeE A. Porrer and J. LELAND SosMAN, Rober! 
Breck Brigham Hospital, Boston. 


Space 224 
Hypercortisonism in Patients with Rheumatoid Arthritis. 

C. H. Stocump, H. F. Pottey, L. E. Warp, and J. G. 
Mayne, Mayo Clinic and Mayo Foundation, Roch- 
ester, Minn. 

Space 225 
Intra-Synovial Steroid Therapy in Arthritis. 

Josepu L. HoLLANper, Ernest M. Brown Jr., RALPH 
A. Jessarn, NATHAN M. SMUKLER, and J. Rusn SHAN- 
AHAN, University of Pennsylvania School of Medicine 
and Hospital, Philadelphi> 

Space 226 
Local Injection of Painful Extra-articuiar Disorders. 

Orro STEINBROCKER, Mortimer Haroip 
FEINSTEIN, SIDNEY BERKOWITZ, and THOMAS ARGY- 
ros, Hospital for Joint Diseases and Lenox Hill Hos- 
pital, New York. 

Space 227 
Joint and Bone Diseases Due to Mycotic Infection. 
Exam C. Toone Jr. and Joun J. Ill, Medical 


College of Virginia Hospital and McGuire Veterans — «. 


Administration Hospital, Richmond, Va. 
Space 228 
Fibrositis: Recognition and Management. 

Irvin F. HerMaAnn, KENNETH M. Kron, 
Det Toro, and Ricuarp T. Benjamin Frank- 
lin Clinic, Philadelphia. 

Space 229 
A Rational Approach to Chemotherapy for Rheumatoid 
Arthritis. 

ArTHER L. SCHERBEL and JoHN W. Harrison, Cleve- 

land Clinic Foundation, Cleveland. 
Space 230 
Do You Have a Question, Doctor? 

Donacp F. Hitt, Tucson, Ariz.; L. Lockir 

Buffalo; and JoHn W. SicLer, Detroit. 
Space 231 
The Hands in Arthritis and Related Rheumatic Conditions. 


DarreLL C, Crain and ANTOINETTE Popovict, George- 
town University Hospital, Washington, D. C. 


CARDIOVASCULAR DISEASE 
Space 303 
The Direct (Open) Surgical Repair of Congenital and 
Acquired Intracardiac Malformations. 
C. W. Licvtenes:, H. E. Warpen, R. A. DEWALL, V. L. 
Gort, P. C. Honces, R. D. Setters, M. Conen, R. C. 
Reap, R. L. Varco, and O. H. WANGENSTEEN, Uni- 
versity of Minnesota Medical School, Minneapolis. 


Space 304 


The Practical Diagnosis of Surgical Heart Disease. 
Rosert G. Trout, C. Davita, GeraLtpo Voc, 
and Roperr P. Grover, Presbyterian, Fitzgerald 
Mercy, Episcopal and Lankenau Hospitals, and St. 
Christopher’s Hospital for Children, Philadelphia. 
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Space 307 


Suprasternal Transaortic Coronary Arteriography. 
J. StaurFER LEHMAN, WILLIAM M. LEMMON, RANDAL 
A. Boyer, and LAMBERTO BENTIVOGLIO, Hahnemann 
Medical College and Hospital of Philadelphia, Phila- 
delphia. 
Space 308 
Treatment of Anxiety with Vasomotor Symptoms: A Con- 
trolled Study with a Statistical Analysis of the Results. 
ARTHUR BERNSTEIN and FRANKLIN SIMON, Newark Beth 
Israel Hospital, Newark, N. J. 
Space 309 


Cardio-Salutary Effects of Mephentermine. 

M. J. Oppennermmer, P. R. Lyncn, and Georce H. 
Stewart, Temple University School of Medicine, 
Philadelphia. 

Space 310 
Symptoms, Signs, and Treatment of Internal Carotid Artery 
Insufficiency Syndromes. 

James F. Tooce and Brooke Roserts, Hospital of the 

University of Pennsylvania, Philadelphia. 


HYPERTENSION 
Space 311 
Treatment of Essential Hypertension. 


RayMonp F, GrenFreELL and JAMes G. Hitton, Uni- 
versity of Mississippi Medical Center, Jackson, Miss. 


Space 312 
Lipotropic Vitamin Therapy: Effect Upon Mortality Rate in 
Hypertensive Hypercholesterolemic Subjects. 
J. Q. Grirritu Jr., Philadelphia, and B. MARR LANMAN, 
New York. 
Space 313 


Pressure and the Patient: Their Treatment in Hypertension. 
Ricuarp A. DunsMore, D. DuNsMore, and 
ArtHurR GoLpMAN, Philadelphia General Hospital, 
Philadelphia; and LyMaAn A. FuLton, Bast. 
LiAMS, and ALLAN Barker, University of Utah Col- 

lege of Medicine, Salt Lake City. 


Space 314 
Progress in the Treatment of Hypertension. 

GarFiELD G. DUNCAN, JEROME WALDRON, WILLIAM K. 
Jenson, Ropert J. Grit, Ricnarp J. EsBerty, and 
KENNETH R. KNox, Pennsylvania Hospital, Phila- 
delphia. 

Space 316 
Arterial Hypertension: Five-Year Survival Experience. 
JosepH H. HAFKENSCHIEL, JERRY E. SCHMITTHENNER, 


and Eart A, Daucuerty, Lankenau Hospital, Phil- 
adelphia. 


TUBERCULOSIS 
Space 317 
Epidemiology and Clinical Aspects of Sarcoidosis. 
Martin M. CumMMINGs, Epwarp Dunner, R. H. 
ScuMipt Jr., JoHN B. BARNWELL, and JouNn H. 


WiLuiaMs Jr., Veterans Administration, Washington, 
D.C. 
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Space 318 
Air Hygiene in Tuberculosis. 
Ricuarp L. Ritey, F. Wetts, Cretye C. 
WaALeNtTY Nyka, Patrick B. Storey, and 
Ross L. McLean, Veterans Administration Hospital, 
Johns Hopkins School of Medicine and Hygiene and 
Maryland Tuberculosis Association, Baltimore. 
Space 319 
Circumscribed Pulmonary Lesions: A Plea Against Com- 
placency. 
Rosert W. JAmptis, J. IAN MCNEILL, Sipney P. Mircu- 
ELL, Francis S. NortH, Georce A. Woop, and 
Joun F. WetcEn, Palo Alto Clinic, Palo Alto, Calif. 
Space 320 
Time to Test: Tuberculin Skin Test. 


Jutius L. Witson, National Tuberculosis Association, 
American Trudeau Society New York. 


OBSTETRICS AND GYNECOLOGY 
Space 321 
Perinatal Mortality Pathology. 
Freperick H, FALLS and CuHarvotre S. Hott, Illinois 
State Department of Public Health, Chicago. 
Space 322 
The Modern Endocrine Approach to the Diagnosis and 
Management of the Infertile Patient. 
HersBert S. KupPpERMAN, JEANNE A. EpsTEIN, MEYER 
H. G. Biatr, DonaLp k. Briccs, and ABRAHAM 
STtoNnE, New York University—Bellevue Medical Cen- 
ter and the Margaret Sanger Research Bureau, New 
York. 
Space 323 


The Enigma in Obstetrics: Toxemia of Pregnancy. 

Henry B. Turner and H. P. K. AGersporc Jr., Uni- 
versity of Tennessee College of Medicine and City of 
Memphis Hospitals, Memphis, Tenn. 

Space 324 

How to Improve Your Body Temperature Studies. 
Epwarp F, Keere, New York. 

Space 325 

Diseases of the Cervix and Their Office Management. 
Henry C, Fax, Beth Israel Hospital, New York. 

Space 326 

Cervicitis in Office Practice. 

L. BARNEs and GeorGcE S. ALLEN, University 
of Louisville School of Medicine and Norton Memo- 
rial Infirmary, Louisville, Ky. 

Space 327 
Estrogen Biosynthesis by Postmenopausal Human Ovaries. 

H. M. Lemon, H. H. Woriz, L. Parsons, S. C. Som- 
MERS, and J. W. Davis, Boston University School of 
Medicine and Massachusetts Memorial Hospitals, 
Boston. 


Space 328 


Gynecological Applications of Sulfaethylthiadiazole. 


BERNARD W. ALBERS, St. Joseph’s Hospital, Lancaster, 
Pa. 
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Space 331 


Diagnosis and Treatment of Common Forms of Vaginitis. 


Warren R. Lanc, A. E. Raxorr, and Josepn G. 
Sre.ia, Jefferson Medical College, Philadelphia. 


UROLOGY 
Space 403 
Renal Angiography: Indications and Experience with a Safe 
Technique. 

E. F. Pourasse and W. J. Encet, Cleveland Clinic, 

Cleveland. 
Space 404 
Hypogonadism in the Male. 

Artruur A. Rotu, Western Reserve University, Cleve- 
land City Hospital, and Mount Sinai Hospital, Cleve- 
land. 

Space 407 
Male Infertility: Diagnosis and Treatment. 

D. Cramer REED, H. Browninc, and Haroi_p 

F. O'DoNNELL, Wichita, Kan. 
Space 408 
Diuretic Therapy. 

V. Forp, CuHarces L. Spurr, JOHN H. Moyer, 
Carro_t A. HANpLey, and J. B. RocHEe.ie, Baylor 
University College of Medicine and Veterans Ad- 
ministration Hospital, Houston, Texas. 

Space 409 
Twin Coil Artificial Kidney. 

Greorce E. Scureiner and Lreonarp B. BERMAN, 
Georgetown University Medical Center, Washington, 
D.C. 

Space 410 
Ureteral Stone: Treatment and Analysis. 

W. M. Coppripce, L. C. Roperts, Jack Hucues, Watts 
Hospital, Durham, N. C., and V. I. MANN, University 
of North Carolina, Chapel Hill, N. C. 


GASTROENTEROLOGY AND PROCTOLOGY 
Space 411 
Pain Patterns: Sites and Behavior of Pain in Certain Com- 
mon Diseases of the Upper Abdomen. 

L. A. Smiru, N. A. CurisTENSEN, N. O. Hanson, D. E. 
Ratston, R. W. P. Acuor, K. G. Berce, and A. H. 
BULBULIAN, Mayo Clinic and Mayo Foundation, 
Rochester, Minn. 

Space 412 
The Treatment of Autonomic Symptoms of the Gastroin- 
testinal Tract. 

Cuarces W. and CHester G. Tuomas, Harris- 
burg, Pa. 

Space 414 
Oxyphenonium and Gastric Secretion: Suppression of Hyper- 
chlorhydria Induced by Prednisone and Reserpine. 

DanieL Liepowirz, JoHN V. CarBone, and Peter H. 
ForsHAM, University of California Medical Center, 
San Francisco. 

Space 415 
The Generalist Looks at Constipation. 
W. E. Henrickson, Henrickson Clinic, Poplar Bluff, Mo. 
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Space 416 


The Management of Bowel Evacuation in Surgical Patients. 
Rosert New York. 


NUTRITION 
Space 417 
An Improved Method in Quantitative Dietetics. 

Harotp C. Sox, Palo Alto Medical Research Founda- 

tion, Palo Alto, Calif. 
Space 418 
Food Facts and Fallacies. 

Purr L. Wuire, Evcene H. STeEveNson, and Mary 
JANE Kiscer, Council on Foods and Nutrition, Amer- 
ican Medical Association, Chicago. 

Space 419 
A Practical Approach to Management of Overweight: With 
Special Reference to a New Non-stimulating Anorectic. 

RayMonpb J. Gapek, Haroip S. FELDMAN, and RALPH 
LucaniziLo, New York Medical College, Metropoli- 
tan Medical Center, Bird S. Coler Memorial Home 


and Hospital, and Flower and Fifth Avenue Hospi- 
tals, New York. 


Space 420 
Congenital Handicaps from Malnutrition: The Importance 


of Adequate Nutrition Preconceptually. 


E. L. SevertncHAus and H. Hoffmann-La- 
Roche, Inc., Nutley, N. J. 


PHYSICAL MEDICINE AND REHABILITATION 
Space 421 
Physical Medicine and Rehabilitation in Community Hos- 
pitals. 

AvBert A. Marrucct, Philadelphia General and Episco- 
pal Hospitals, Philadelphia, and Abington Memorial 
Hospital, Abington, Pa. 

Space 422 
Practical Rehabilitation in Community Hospitals. 

LEFKOE and ALBERT A. Martrucci, Commission 
on Physical Medicine and Rehabilitation, Philadelphia 
County Medical Society, and Medical Society of the 
State of Pennsylvania, Philadelphia. 

Space 423 
The Artificial Limb Program in the United States. 

Harotp W. Prosthetics Research Board, Na- 

tional Academy of Sciences, Washington, D. C. 
Space 424 
Training Courses in the Artificial Limb and Brace Field. 

Lester A. SmitrH, American Board for Certification of 
the Prosthetic and Orthopedic Appliance Industry, 
Inc., Washington, D. C. 

Space 425 
Artificial Respiration. 

Ravpew E. DeForest and Howarp A. Carrer, Council 
on Medical Physics, American Medical Association, 
Chicago. 


Space 426 


Occupational Therapy: One Rehabilitation Service. 
Dean W. Roserts, JAYNE SHOvER, and ELIzABETH 
Wacner, National Society for Crippled Children and 
Adults, Inc., Chicago. 
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SURGERY 
Space 503 
Osteoarthritis of the Cervical Spine: A New Method of 
Therapy. 

ABRAHAM COHEN, WILLIAM L. KANENSON, MARVIN J. 
SeEvEN, and Gotpman, Philadelphia General 
Hospital and Jefferson Medical College, Philadelphia. 

Space 504 
Strictures of the Bile Duct. 
RicHarp B. CaATTeELL, KENNETH W. WarkeNn, and 
BENTLEY P. Cotcock, the Lahey Clinic, Boston. 
Space 505 
Osteoporosis: A Common Metabolic Bone Disease. 
Harry E. BaANcuarr and Ricwarp K. D. WaraNnane, 
Germantown Hospital, Philadelphia. 
Space 506 
Acute Cholecystitis. 
STANLEY O. Hoenn, W. V. Martinez, and A. A. ZAva- 
LETA, Cleveland Clinic Foundation, Cleveland. 
Space 507 
Advantages of Povidone lodine as an Aerosol Spray in 
Surgical Practice. 
Arruur L. Garnes, Etvyn Davipson, and 
Pricot, Harlem Hospital, New York. 
Space 508 
Intestinal Obstruction: Tape Recordings of Peristaltic Sounds 
and Other Advances in the Diagnosis and Treatment. 

Joun W. Devine and Joun W. Devine Jr., Lynchburg, 

Va. 
Space 509 
Joint Blood Council, Member Institutions, and Objectives. 


FRANK E. Witson and T. Rees, Joint Blood Coun- 
cil, Inc., Washington, D. C. 


MISCELLANEOUS SUBJECTS 
Space 510 
Recent Advances in Physiological Therapy of Bronchial 
Asthma and Pulmonary Emphysema. 
Gustav J. Beck, Columbia University College of Phy- 
sicians and Surgeons, New York. 
Space 511 
Home Accident Prevention. 
Wa B. Strewarr and C. SourHanpv, New 
Jersey Chapter, American Academy of Pediatrics, At- 
lantic Citv, N. J. 
Space 512 
Long-term Steroid Therapy of Chronic Uveitis. 
Dan M. Gorvon, New York Hospital, Cornell Univer- 
sity Medical Center and the L. A. Margoyles League, 
New York. 
Space 515 
Prematurity and Childhood Accidents. 
DanieL BercsmMa, New Jersey State Department 


Health, Trenton, N. J. 
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Space 516 
Nonvenereal Diseases of the Genitals: The Differential Diag- 
nosis of Genital Lesions. 

Joun Francis Witson, Jeflerson Medical College, Phil- 
adelphia. 

Space 517 
A New Treatment for Depressed Scars. 

Anruur S. SPANGLER, Harvard Medical School, Massa- 
chusetts General Hospital, and Peter Bent Brigham 
Hospital, Boston. 

Space 519 
Medical Education. 

Epwarp L. Turner and Carnerine Haves, Council on 
Medical Education and Hospitals, American Medical 
Association, Chicago, 

Space 520 
An Extension Program of Postgraduate Refresher Courses. 


D. Foster, College of Medical Evangelists School 
of Medicine, Los Angeles. 


PHARMACOLOGY AND PHYSIOLOGY 
Space 521 
The Adrenocorticotropic Hormone: Chemistry, Pharma- 
cology and Therapeutic Applications. 
KENNETH W. ‘THoxtpson and Keynoup 
Orange, N. J. 
Space 522 
Tolbutamide: Oral Control of Diabetes Mellitus. 
C. J. O'Donovan, A. A. Ponisi, C. Lewis, Miner 
Jn. KE. and BE. J. Larson, The Upjohn 
Company, Kalamazoo, Mich. 
Space 525 
Penicillinase Therapy in Allergic Reactions to Penicillin. 


Ropert M. Becker, Madison General Hospital, Mad- 
ison, Wis, 


Space 525 
The Antibacterial Sulfonamide Drugs: Comparative Studies. 
Bocer, Norristown State Hospital, Norris- 
town, Pa. 
Space 526 
Iron Poisoning in Humans: A Problem of General Practice. 
Wayne G. Ronse, C. FRANKLIN, and 
J. pe LA Hurrca, Chicago. 
Space 527 
Advances in the Diagnosis and Treatment of Hypometab- 
olism. 
Jack A, ApeLMAN, San Antonio, ‘Texas. 
Space 528 
Muscle Failure in Neuromuscular Disturbances. 
Grorce J. Bowers, Wilmington General Hospital, Wil- 
mington, Del. 
Space 531 
The Body Fluid Imbalances: A Bird’s Eye View. 
W. D. Snivecy M. J. Sweeney, and R. V. Kron, 
St. Mary’s Hospital, Evansville, Ind. 
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REPORT OF THE SECRETARY 


To the Members of the House of Delegates of the American 
Medical Association: 

The following annual report of the Secretary is respect- 
fully submitted: 


Membership 


The number of physicians holding membership in the 
American Medical Association increased by 3,430 during 
the year ending June 30, 1957, as compared with the same 
period ending June 30, 1956. A breakdown of the member- 
ship records as of June 30 indicates the following: 


1957 156 
Active Members (Dues unpaid by June 30) ........... None 3,479 
Active Members exempt from dues .................. 10,216 11,082 


Total Membership OF BO 163,817 160,387 

The total income from 1957 membership dues for the 
first six months of 1957 was $3,251,137, which was an in- 

- crease of $59,845 over the same period for 1956. 

A change in the A. M. A. Constitution and Bylaws, effective 
Jan. 1, 1957, made membership available to reserve officers 
of the Armed Forces and the Public Health Service who are 
on extended active duty. This change provided the oppor- 
tunity for 5,515 reserve officer physicians io become Service 
Members of the American Medical Association. 

The following table shows the number of physician mem- 
bers of state and territorial medical societies who also hold 
membership in the American Medical Association. Com- 
parative figures are given as of June 30 for both 1956 and 
1957 (apportionment of delegates is based on the member- 
ship as recorded on Dec. 31 of each year ( Bylaws, Chapter 
IX, Section 1 (C) (1) ). 

The increase of 3,430 members was effected even though 
the names of 3,516 physicians were removed from the mem- 
bership rolls before June 30, because their A. M A. member- 
ship status for the year 1957 had not been established 
through their constituent medical associations. The apparent- 
ly dues-delinquent physicians were asked to contact the 
secretaries of their respective societies early in May. If the 
physician's eligibility for membership in the association had 
not been established by June 1, 1957, the physician was 
then notified that he would be dropped from membership 
in the American Medical Association within 30 days under 
the provisions of Chapter III, Section 5 of the A. M. A. 
Constitution and Bylaws. A copy of each suspension notice 
and a list of the physicians to whom the notice was mailed 
were sent at the same time to the secretary of the respective 
constituent association. 

This year 7,909 physicians were notified that their mem- 
bership for 1957 had not been established as of June 1; 
however, it was only necessary on June 30 to drop 3,516 
physicians as members. Observance of the fact that A. M. A. 
dues are due and payable on Jan. 1 of each calendar year to 
the constituent association for transmittal to the Secretary of 
the A. M. A. would help to reduce the number of delinquent 
letters which are mailed, as well as reduce the number of 
physicians who are dropped from the membership rolls. 


The dues delinquency date for suspension of membership 
will remain June 1 in 1958. A physician cannot be reinstated 
for membership in the American Medical Association until 
his dues delinquency for the year in which he was dropped 
from membership is cleared through his constituent medical 
association. 


A. M. A. Membership on June 30 


Active Members 


No. of 

Physicians Dues ies Associate Total Total 

State in State Paying Exempt Members 1957 ai 
Alabama .......0. 2,321 1,488 1,770 1,725 
76 6 4 95 
er 1,018 774 37 40 851 813 
1,626 O40 103 1,443 1,108 
0,763 14,098 574 1,158 15,825 15,352 
Canal Zone ....... 175 20 14 34 41 
38) 1,599 229 2.085 2,104 
Connecticut ...... 3,777 ? 365 164 2,529 2,583 
341 37 3 381 399 

Distriet of 

Columbia ...... 483 1,145 110 294 1,479 
4,580 662 146 7 2,891 2,797 
3,391 136 269 60 2,465 2470 
12,529 8,742 G45 9,687 9,908 
4,420 3,268 3,824 3,814 
829 1,983 351 P| 2,361 2.463 
2 254 1,275 1 1,560 1,592 
Kentucky ......... 2 638 1,686 48 103 1,837 1,921 
3,292 1,753 14 110 1,877 1,913 
109 11 655 655 
Maryiend 1,709 108 2051 1,985 
Massachusetts .... 8.715 4.375 66 5,043 5,246 
7M) 5.219 372 260 5851 6,089 
Minnesota ........ 1.440 2 O16 395 3,360 3,380 
Mississippi ........ 12 L075 172 3 1,250 1,295 
1,902 2 781 526 3,307 38,470 
Montana ......... 621 198 28 44 DBD 58s 
1,581 1,149 101 1,270 1,303 
298 198 5 203 192 
New Hampshire .. 752 453 52 12 ALT DAG 
New Jersey ....... 6,737 5,126 41 386 5,753 5 808 
New Mexico ..... 632 454 43 497 
31,146 15,816 952 OS 17,011 18,242 
North Carolina .. 3,913 2 5d8 179 4 2,741 2,714 
North Dakota .... 44 369 36 1 406 428 
Oklahoma ........ 2,226 1,456 155 145 1,756 1,798 
1,270 69 206; 1,635 1,613 
Pennsylvania .... 14,727 10,241 228 908 11,377 11,502 
Puerto Rieo ...... YOO 198 212 213 
Rhode Island ..... 1,086 675 ag 774 768 
South Carolina .. 1,741 1,113 101 16 1,230 §=1,142 
South Dakota 383 35 423 441 
Tennessee ......... 3,585 2,167 236 1 2.404 2,410 
8,750 6,279 371 280 6,939 6,922 
1,026 709 2 762 77 
355 5 408 409 
3,652 1,756 242 5] 2,049 
Washington ...... 3,238 ? 403 294 1 2,628 2 625 
West Virginia .... 1,696 1,290 10 lay 1,449 1,466 
Wiseonsin ........ 3.026 2,799 292 1x82 3,273 3,362 
Wyoming ......... 263 229 11 240 237 
lranster Pending . 65 65 29 
211,465 133,034 10,216 6,127 149,377 151,480 
Service Members ....... 14,059 8544 
Affiliate Members ...... 200) 269 

Honorary Members .... 9] 4 


Total no. of members (all classifications) 163,817 160,387 


Convention Registration Bureau 


This department functions in connection with both the 
Annual and Clinical Meetings of the American Medical 
Association, and is responsible for the proper registration and 
admittance of all member physicians and their guests. 
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The registration of the Seattle Clinical Meeting and the 
New York Annual Meeting is shown in detail below. The 
total cost of operating the Registration Bureau at the Seattle 
meeting was $6,409. The cost of operating the Registration 
Bureau at the New York meeting was $11,060 


REGISTRATION, SEATTLE, NOV. 27-30, 1956 


Physicians 2,813 
Residents 143 
Interns 76 
Students 264 
Nurses 440 
Technicians 177 
Physicians’ Guests 1,674 

Total 5,587 
Technical Exhibitors 450 
Technical Exhibitors’ Guests 245 

Grand Total 6,282 

REGISTRATION, NEW YORK, JUNE 3-7, 1957 

Physicians 19,469 
Residents 2,915 
Interns 1,504 
Students 994 
Nurses 1,674 
Technicians 999 
Physicians’ Guests 21,755 

Total 49,310 
Technical Exhibitors 4,411 
Technical Exhibitors’ Guests 2,126 

Grand Total 55,847 


Admittance to the Technical and Scientific Exhibits was 
limited to physicians only on Tuesday and Wednesday morn- 
ings during the New York Annual Meeting. 

This restricted attendance proved highly beneficial to the 
physician, especially in view of the large total registration of 
55,847 


Statement of Association Policies 


Under the direction of the Secretary an abstract of policies 
of the House of Delegates is being prepared by a research 
abstracter trained in the library and medical sciences. This 
volume, which should be ready for publication at the end of 
this year, will cover all House actions dating from 1847 to 
the present time. It will be an encyclopedia with abstracts 
chronologically arranged and supplemented by a detailed 
index. To assure continuity, supplements will be published 
at five year intervals with a cumulative index. This reter- 
ence work, presenting current and past policies of the Asso- 
ciation in a simplified, orderly form, will help to clarify no- 
menclature, facilitate research at headquarters, and serve as 
a valuable guide for state and local medical societies. 


Field Activities 


The Secretary and Assistant Secretary have continued to 
attend many state and local medical meetings. The liaison 
established in this manner helps solve many minor problems 
and has proved satisfactory to both the headquarters office 
and to the societies concerned. In addition, each year brings 
more and more agencies and organizations that require some 
type of contact. Members of the staff who have a primary 
interest in these organizations are used in many instances but 
there are a number of these contacts that have to be carried 
on by the Secretary and Assistant Secretary. 

On Jan. 1, 1957, the position of Field Director was estab- 
lished and made a part of the Secretary’s Office. Mr. Thomas 
A. Hendricks was appointed to that position and serves as 
an important link in the communications chain between state 
and county societies and the A. M. A. He also attends various 
meetings bearing on health activities. These vary from the 
United States Chamber of Commerce to the Community 
Relations Committee of the AFL-CIO. During the first six 
months of this year Mr. Hendricks has attended meetings in 
20 states and the District of Columbia and has traveled over 
30,000 miles. 
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World Medical Association 

The American Medical Association has been very active in 
the affairs of the World Medical Association since it was 
founded. At the present time the chairman of your Board of 
Trustees and your President-elect are both members of the 
council of the W. M. A., and a past-president of the Ameri- 
can Medical Association is the secretary-general. 

Your Board of Trustees feels that the World Medical Asso- 
ciation fills an important place in world affairs pertaining to 
medicine and public health. In order to support that organi- 
zation a United States Committee has been formed and 
individuals may become members of this committee by the 
payment of annual dues of $10. This important organization 
already supported by your Association is worthy of your in- 


dividual support. 
Appreciation 


The Secretary wishes to express to the officers and dele- 
gates his sincere appreciation for the many courtesies he has 
received from them, as well as from the officers of the various 
constituent organizations. Without the friendly cooperation 
of these individuals the position of Secretary would be a 
much more difficult one. The Secretary also wishes to express 
his deep appreciation to the many employees of the Associa- 
tion for their loyal cooperation in carrying on the multiple 
and complex affairs of the Association. 


Respectfully submitted, Georce F. M.D., Secretary. 


REPORT OF THE BOARD OF TRUSTEES 
To the Members of the House of Delegates of the American 
Medical Association: 
The following annual report of the Board of Trustees is 
respectfully submitted: 


Report on Matters Referred by House of Delegates 


Periodic Publication.—The Board of Trustees considered 
resolution 1, introduced by the Nebraska delegation, recom- 
mending the establishment of a new periodic publication de- 
signed to make known the activities and services of the 
Association to all people in the health field. 

The Board of Trustees requests the approval of the House 
to defer action on resolution 1 from the New York session 
until it has had an opportunity to evaluate the effectiveness 
of Today’s Health under the reorganization of that periodical 
approved by the Board. 

Referrals.—All resolutions referred to the Board of Trustees 
have been forwarded to the several councils, committees or 
departments concerned. As soon as reports are available from 
these groups, they will be transmitted to the House of 
Delegates for action. 

Distinguished Service Award 


The Board requests that members of the Association sub- 
mit nominations for the recipient of the Distinguished Service 
award, If possible, these nominations should be received in 
the Secretary's Office by March 1 of each year. 

Annual and Clinical Meetings 

The following places and dates have been selected for the 
Annual and Clinical Meetings of the Association: 

Annual Meetings: 1958—San Francisco, June 23-27; 1959 
—Atlantic City, June 8-12; 1960—Chicago. 

Clinical Meetings: 1958—Minneapolis, Dec. 2-5; 1959— 
Dallas, Texas, Dec. 1-4; 1960—Washington, D. C. 

Invitations for the 1961 and 1962 annual meetings of the 
Association were considered by the Board of Trustees. The 
Board respectfully recommends that New York be selected 
for 1961 and San Francisco for 1962. 

Publications of the American Medical Association 


Included in this phase of Association work are THE 
Journat of the American Medical Association, specialty 
journals, Quarterly Cumulative Index Medicus, Standard 
Nomenclature of Diseases and Operations, and books pub- 
lished from time to time by the scientific councils and com- 
mittees of the American Medical Association. However, the 
latter are reported on separately in the annual reports of the 
various councils and committees. 
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Circulation 


During the fiscal year ending June 30, 1957, the average 
net paid circulation of THe JourNAL and the nine specialty 
journals continued to show a substantial increase. The aver- 
age net paid weekly circulation for THe JourNAL was 174, 
587. This was an increase of 12,574 paid copies per week 
over the previous fiscal year. The average total distribution 
for each weekly issue was 179,000. 

A comparison of the average net paid monthly circulation 
for each of the nine specialty journals during the last two 
fiscal years shows: 


7/1/56 7/1/55 
to to 
6/30/57 6/30/56 
A.M. A. Journal of Diseases of Children............ 8,212 7,521 
A. M. A. Archives of Dermatology 5,401 4,798 
A. M.A. Archives of Industrial Health 3,236 3,063 
A. M.A. Archives of Internal Medicine................ 10,310 9,068 
A. M.A. Archives of Neurology & Psychiatry...... 5,564 4,849 
A.M. A. Archives of Ophthalmology.................. 7,497 6,893 
A. M.A. Archives of Otolaryngology.................... 5,810 5,440 
A. M. A. Archives of Pathology 4,216 3,692 
A. M.A. Archives of Surgery 8,357 7,449 
Two volumes of the Quarterly Cumulative Index Medicus 


were released during this fiscal year and their net paid cir- 
culation was: 


Volume 55 (January to June, 


1954) 
Volume 56 ( 


uly to December, 1954) 


4,565 
4,528 


A comparison of the classification of subscribers who re- 
ceived the April 28, 1956, issue and the April 27, 1957, 
issue of THE JouRNAL follows: 

“c of Total Net Paid Subscriptions 


Subscriber Classification 4/27/57 4/28/56 
A. M. A. Membership Beuefit......... 67.5 67.0 
Residents, Interns, and Students 9.6 7.0 
Men and Women 7.9 RBA 
M.D. § rs 7.8 6.8 
Firms and 3.4 3.6 
Hospit 1.6 
U. S. Military 0.9 L.1 
Schools and Colleges 0.7 0.5 
Clinics and Health Groups 0.3 0.6 
Public Libraries 0.1 0.1 
.D.S. 0.1 0.1 
R.N. 0.1 0.1 
(Single Copy Sales (8) 
100.0% 100.0% 
Total Net Paid Circulation 177,878 171,480 


A comparison of the classification of subscribers who re- 
ceived the May, 1956, and May, 1957, issues of the A. M. A. 
specialty journals follows: 
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A comparison of the classification of subscribers who re- 
ceived volumes 55 and 56 of the Quarterly Cumulative Index 
Medicus follows: 


‘> of Total Net Paid Subscriptions 
Subscriber Classification 


Volume 56 Volume 55 
Hospita 35.3 35.7 
Firms and C ti 20.1 21.7 
Schools and Colleges 18.4 15.6 
M subscribers 9.1 11.7 
Clinics and Health Groups 8.3 10.1 
Men and Women 3.9 1.8 
Libraries 2.9 1.0 
), §. Military 1.6 2.1 
( (Single 0.4 0.3 
100.0% 100.0% 
Total Net Paid Circulation 4,528 4,565 


During the fiscal year ending June 30, 1957, the renewal 
percentage for each of the scientific periodicals continued 
at a high level. The average renewal percentage for each 
publication is indicated as follows: 

Renewal Average 


7/1/56 6/30/57 


Journal of the A. M. A. 83% 
A.M. A. Journal of Diseases of Children............................ 82 
A. M.A. Archives of Dermatology 87 
A.M. A. Archives of Industrial Health 90 
A. M.A. Archives of Internal Medicine 79 
A.M. A. Archives of Neurology & Fevehiaiey 84 
A.M. A. Archives of Ophthalmology 83 
A.M. A. Archives of Otolaryngology 85 
A. M. A. Arc hives of Pi na 87 
A. M.A. Archives of Surg 81 
Ouarte arly C Medicus 86 


The practice of including subscription order forms in 
various issues has been continued, and a number of subscrip- 
tions for the various publications have been received as a 
result of these insertions. A series of successful advertise- 
ments for subscriptions was placed in The New Physician, the 
official publication of the Student American Medical Asso- 
ciation. Similar advertisements have been scheduled in the 
subscription catalogs of the world’s leading magazine agen- 
cies, This series of advertisements will be continued during 
the next fiscal year. 

Sample copies, promotion circulars and subscription order 
forms for the scientific publications were distributed to 
physicians, dentists, and medical and professional personnel 
at the following meetings: 

American Academy of General Practice 
American College of Surgeons 
American Dental Association 
American Library Association 
American Hospital Association 
American Nurses Association 
American Orthopsychiatric Association 
American Public Health Association 
Annual-American Medical Association 


. Clinical-Ame rican Me dical Association 
. Student American Medical Association 


Subscriber Classification of Specialty Journals 


% of Total Net Paid Subseribers 


= — 


Arehives of 


Journal of Archives of Archives of a tal Archives of Archives of 
Diseases of Archives of Industrial Internal nd Ophthal- Otolaryn- Archives of Archives of 
hildren Health Medicine mology Pathology Surgery 
“May, “May, “May, May, “May, May, May, May, May, May, May, May, “May, May, May, May, May, May, 
Subscriber Classification 1957 3841955 81957 1956 1957 1956 1957 1956 1957 1956 1957 1956 1957 1956 1957 1957 = 1956 
A. M. A. Membership 
35.5 33.4 1.9 15.2 5.5 53 26 26.5 26.2 23.7 37.1 36.1 278 25 152 494 478 
Residents, Interns, 
ch ead ake bike 3.7 3.0 3.6 2.0 1.8 O8 5.6 4.1 3.9 2.2 3.6 2.6 1.8 14 3.6 3.1 3.1 2.3 
Men and Women .............. 6.6 5.1 10.2 5.0 6.0 R4 6.8 68 7.3 7.4 7.3 5.4 9.9 5.3 S.8 6.7 3.4 §.2 
M. D. Subseribers .............. 23.1 266 350 420 133 U2 266 2.0 21.7 270 29 988.0 98.5 937.3 28.1 23.0 210 21.0 
Firms and Corporations ...... 8.5 88 12.2 8.8 46.7 418 8.8 8.4 10.5 7.9 7.5 8.3 10.6 7.8 8.8 8.8 4.8 4.2 
13.1 12.7 4.6 40 13.8 15.6 17.6 18.6 6.8 66 11.2 11.8 2.1 22 116 122 
rrr 1.4 1.8 2.6 2.8 7.1 7.9 4.2 2.6 29 3.1 2.2 3.7 1.6 2.1 3.1 2.4 1.3 14 
Schools and Colleges .......... 5.5 5.8 5.7 6.8 9.3 12.9 4.5 4.2 8.3 6.5 44 4.0 5.2 5.1 13g Wg 3.3 3.5 
Clinies and Health Groups .. 2.3 2.9 1.4 4.3 3.4 5.8 0.7 2.3 14 3.6 0.9 1.1 0.9 26 3.2 3.5 14 1.7 
UD BMWOUTEED ccccccsscccccecs 0.2 0.3 0.6 1.0 2.1 1.8 0.4 0.5 0.2 0.6 0.3 0.2 0.3 0.5 08 0.7 0.3 O04 
0.1 0.1 01 0.1 0.0 0.0 0.0 0.0 0.0 01 0.0 0.0 01 01 0.0 00 0.2 0.1 
a ee ey ere 0.0 0.0 0.1 0.1 01 01 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 
Single Copy Sales ............. (1) , (1) 01 0.0 0.0 0.0 1) 01 0.0 0.0 0.0 01 0.0 
Total Net Paid 
PT cctekeuecenateceses 7,929 7,992 5,198 5,117 3,041 3,035 10,056 9,860 5,248 5,332 7,221 7,106 5,558 5,755 3,982 3,994 8,632 8,120 
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An increase in circulation of THe JouRNAL of the A. M. A. 
is expected during the next fiscal year because of an increase 
in the number of physicians entering private practice after 
completing internship and residency programs. Several medi- 
cal schools are considering including blanket subscriptions 
for their advanced classes as a part of the student registration 
fee. 

Present plans indicate an average net paid circulation of 
approximately 181,000 for THe JourNa. for the next fiscal 
year. 

A direct mail promotion test was successfully made which 
increased the circulation of the A. M. A. Archives of Surgery, 
and proposed plans for further mail promotion tests will be 
included in the 1958 Circulation Department budget. 

Present plans indicate an average net paid circulation for 
the next fiscal year for each of the nine specialty journals 
and the 1956 volumes of the Quarterly Cumulative Index 
Medicus as follows: 


A.M. A. Journal of Diseases of Children 8,200 
A.M. A. Archives of Dermatology 5,400 
A.M. A. Archives of Industrial Health 3.200 
A.M. A. Archives of Internal Medicine 10,300 
A. M. A. Archives of Neurology & Psychiatry...............0................ 5,450 
A.M. A. Archives of Ophthalmology 7,400 
A. M. A. Archives of Otolaryngology........... 5.800 
A. M. A. Archives of Pathology................. 4,200 
A.M. A. Archives of Surgery a 8,600 
Quarterly Cumulative Index Medicus... 4,650 


The Journal of the American Medical Association 


The increase in circulation and total advertising volume 
for the past year reflects a steady increase over the years 
for THe JournaL. While most of the circulation, obviously, 
is pointed to members of the Association and subscribers in 
the United States, this periodical nevertheless has an inter- 
national circulation and goes into more than a hundred 
foreign countries. 

A year’s experience has been gained with the publishing 
of THe Journac in facilities other than the A. M. A. head- 
quarters. While many problems were encountered during the 
first few months and while some still remain to be solved, 
the change in operational facilities was accomplished without 
too much difficulty. The major problems concerned shipment 
of copies so that they would be received undamaged, and the 
time of arrival. Through the use of heavier wrapping paper 
and tying together some of the journals while in transit to 
major distributing points, damages have been reduced to a 
minimum. Of course each subscriber can request a copy for 
replacement if he receives one which cannot be used. THe 
JouRNAL still is arriving in some places in the country several 
days later than when it was mailed from Chicago, but a study 
has been made by the printers and by A. M. A. headquarters 
to determine how best to overcome this difficulty. It is con- 
templated that in the near future a special request will be 
made to the Post Office which if acted on favorably will de- 
crease this lag in time. 

A number of comparatively minor changes were made in 
the format of THe JourNaL during the year, but beginning 
with the Sept. 7 issue a significantly redesigned book will ap- 
pear. The Board of Trustees approved the study and con- 
sultation which resulted in expert advice being obtained for 
these modifications. 

Among the departments that have been more recently in- 
troduced, the one entitled Medicine at Work seems to have 
achieved the greatest response. This section, which is in- 
tended to tell the story of how medical problems are being 
solved in this country, has been widely quoted in medical 
and nonmedical, even lay, publications. For example, 
Reader's Digest has reprinted two of the stories. Other inno- 
vations are being studied with the view to improving the 
service which it is intended that THE JournaL provide to 
the members of the Association and to the subscribers. 
Changes are made, however, only after careful studies have 
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been made; from time to time since 1950 general surveys 
have been conducted to determine the wishes of the A. M. A. 
members concerning its publications. Another section which 
has been added and seems to have been quite well received 
is Research Reviews. Still another is Washington Feature. 
More Section papers were accepted last year than in previ- 
ous years and, in addition, the increased activities of several 
of the councils and other departments have resulted in the 
appearance of a number of articles under sponsorship by 
these councils and committees; for example, the Council on 
Drugs, Council on Foods and Nutrition, Law Department, 
and Council on Medical Service. A change in the type size 
and variability of the size of illustrations for these articles 
and others have resulted in making THe JouRNAL more easily 
readable. The introduction of a brief explanatory note at the 
beginning of cach article continues to be well received for 
the help it provides the readers. In addition, it appears to 
have increased readership of the articles as a group. 

The Medical Literature Abstracts Department contributes 
from 15 to 25 pages of abstracts to each issue of THe JouRNAL. 
A total of about 2,400 abstracts published in 1956 were 
selected from approximately 1,200 publications. Not all of 
the publications received are regularly abstracted, but selec- 
tions are made from the world literature on the basis of the 
interest of the articles for the practitioner, Periodicals in 12 
different languages are reviewed regularly. The staff of this 
department also translates documents and letters in foreign 
languages which are received from other countries. 

More than 2,000 inquiries, usually reflecting some clinical 
problem for a practicing physician, were received in the 
Queries and Minor Notes department for the year ending 
June 30, 1957. About 50% of the questions were answered 
by previously published queries, articles, or references. More 
than 500 consultants assisted THe JourNaL in answering the 
remaining questions, usually related to some specific medical 
specialty. During the same 12-month period 899 queries and 
answers Were published in THe JourNaL. Fourteen per cent 
of the published queries incorporated more than one answer. 
In addition, 95 comments concerning previous queries were 
published. There were 25% more Queries and Minor Notes 
published than during the preceding year and 50% more 
page space was devoted to this section of THe Journac. 

Over 40% of the questions that were submitted originated 
from physicians practicing in communities with a population 
under 25,000, and three-fourths of all the questions came 
from population areas under 250,000 persons. Seventy-five 
per cent of the —_ came from practicing A. M, A, mem- 
bers; about 5% from physicians in foreign countries; and 
the remainder thes interns, residents, and doctors in other 
fields, During the past year the predominant requests for 
clinical information from this department were in the fields 
of dermatology and allergy, with the causes and prevention 
of anaphylactic reactions the most common question. 

During the fiscal year the Medical News department pub- 
lished 2,063 news items. There were a total of about 253 
pages of THe Journat devoted to Medical News for the 
year, including 15 pictures. During the same period, 3,384 
obituary notices were published. 


Specialty Journals 


The transter of the specialty journals’ printing operation 
to the Baird-Ward Printing Company, Inc., Nashville, Tenn., 
has been accomplished with comparatively little difficulty. 
The publication schedule is being met and mailing is made 
on Friday of the first full week of each month. The only 
interference with this schedule occurs during the vacation 
period and may affect mailing by two or three days. 

Following the transter of the printing operation, arrange- 
ments were concluded to have engravings made in Nash- 
ville. In addition to this being a move of convenience, it 
proves also to be one of economy. Under the new arrange- 
ment, engravings cost less per unit and the expense of 
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shipping cuts from Chicago to Nashville is saved. To achieve 
greater economy, zinc half-tone engravings are used for ap- 
propriate subjects on short-run journals. 

Special cost arrangements with a printer of color inserts 
has resulted in a more extensive use of color illustrations. 
These arrangements are based on volume, grouping of color 
jobs, a fixed press run, and working with color prints in- 
stead of transparencies wherever possible. This has resulted 
in lowering the A. M. A.’s contribution to color reproduc- 
tion and also in reducing the charge against the author. 
While substantial progress has been made in increasing the 
use of color in the specialty journals, even lower costs are 
desirable. Experimentation is going forward with the group- 
ing on one page of color subjects from several manuscripts, 
thereby distributing and reducing the cost to each author. 

The specialty journals have been offered to specialty 
groups as organs in which they may publish papers delivered 
before their groups. Affiliation arrangements are in force 
making the A. M. A. Archives of Surgery the official pub- 
lication for the Central and Western Surgical Associations; 
the American Neurological Association is affiliated with the 
A. M. A. Archives of Neurology and Psychiatry; and the 
A. M. A. Archives of Pathology is the official publication 
for the American Society of Experimental Pathology. Dis- 
cussions toward the affiliation of other societies with other 
specialty journals are continuing. 

A new cover design and slight modification in page format 
were introduced with the January issue of the specialty 
journals. The elements contributing to the attractiveness of 
the cover are simplicity and cleanliness. The design is fluid 
enough to attractively accommodate varying lengths of con- 
tents listing. By the use of simple line or block treatment 
and by placing the contents on a white background, the de- 
sign furnishes maximum contrast and greater legibility. 

The change in page format was confined to the title, 
subtitle, and authors’ names. A Bodoni bold type face was 
substituted for Coronet bold in the title. This eliminated 
the difficulty encountered when reading a formula or an 
abbreviation in script capitals. The use of antique italics 
for subtitles and Spartan bold for the authors creates a 
desirable distinction between these parts. The arrangement 
realized a saving in space. 

The Circulation Department reports an increase in the 
average net paid circulation for the specialty journals dur- 
ing the fiscal year ending June 30, 1957. A direct mail 
promotion test was successfully made which increased the 
circulation of the A. M. A. Archives of Surgery. The results 
were encouraging to the point where plans for further mail 
promotion tests are being made. Some reduction in circula- 
tion figures is forecast for the next year for all medical 
journals as a result of curtailment in the government hospital 
program. This will also be felt by the specialty journals. 

The specialty journals’ Editorial Department is continuing 
with its plan of analyzing its requirements and raising its 
standards to a closer relationship with industry practices. 
At the beginning of the year it employed eight manuscript 
editors, one proofreader, and one supervisor. Standards 
were reviewed and raised to compare with those maintained 
by the medical publishing industry, and compensation ad- 
justed on the basis of production output. This anaylsis and 
adjustment has resulted in a reduction to the equivalent of 
four and one-half manuscript editors, one proofreader, and 
a supervisor. It is expected that continued attention to staff 
requirements and production standards will stabilize the 
department budget in the face of rising labor costs. 

The sum total of the advantages gained from transferring 
the printing operation, changing engravers, centralizing ful- 
fillment operations, and continually analyzing and adjusting 
staff requirements has resulted in a much more favorable 
operating margin than the Specialty Journals’ Department 
has ever experienced. 


J.A.M.A., Oct. 26, 1957 


During the first eight months of 1957 the specialty 
journals published 914 original articles, 25 progress reports 
or general reviews, 161 case reports or clinical reports, 15 
illustrated articles or scientific exhibits, and 20 editorials, 
or a total of 1,135 articles. The total of unpublished articles 
for all specialty journals is 773. It is anticipated that 450 
more papers, covering all categories, will be published dur- 
ing the remainder of the year. The number of articles pub- 
lished in 1957 represents an increase of approximately 9% 
over the volume of scientific papers published during the 
first eight months of 1956. 


Quarterly Cumulative Index Medicus 


During the year ending June 30, two volumes of the Index 
were published: volume 55 (January-June, 1954) in August, 
1956, and volume 56 (July-December, 1954) in March of 
this year. The former ran to 1,800 pages and included 
32,630 articles, while the latter covered 1,705 pages and 
31,052 articles. A book of 1,800 pages is the largest the 
present bindery can handle. Under our policy of adding only 
a few new titles of special importance to the list of periodi- 
cals indexed, 6 were added in volume 55 and 19 in volume 
56. 

By the end of the report period all the editorial work was 
completed on volume 57 (January-June, 1955), and editing 
and reproducing volume 58 (July-December, 1955) were 
well under way. Although this accomplishment does not 
seem to indicate a gain, some progress has been made in 
indexing foreign periodicals where a backlog had accumu- 
lated; actually, six weeks have been gained in the past year. 

The manual for indexing, which consists primarily of 
directives for the use of subject headings and cross refer- 
ences, was revised, reorganized, and expanded during the 
year, and a beginning made on a manual for revising and 
proofreading. 

In order to assess the value of the section on new books, 
a questionnaire was sent on March 1, 1957, to 105 sub- 
scribers in the United States and 38 in foreign countries. 
Selection of the sample was on a proportionate basis by 
states and by the principal categories of hospital libraries, 
physicians, special libraries, and commercial users (phar- 
maceutical houses and publishers). Ten foreign medical 
schools were included to supplement information previously 
obtained trom schools in the United States. A 61° response 
gave a workable sample of opinions. It was found that 83% 
of those answering considered this section of value and 71% 
wanted it continued as a separate section rather than com- 
bined with the periodical section. About half these sub- 
scribers used the list for both English and foreign language 
publications. Replies were divided about equally among 
those who preterred the alphabetical list, the classified ar- 
rangement, or used both. The responses to this questionnaire 
gave a fairly satisfactory answer to the questions which ,had 
arisen regarding the book section, and proved a main factor 
in the decision to continue this section in its present form. 

Although new developments in pharmaceuticals and 
therapeutics have been a boon to the physician and his pa- 
tients, they represent anything but a blessing to the editor 
of an index. The multiplicity of terms—chemical, generic, 
and trade—for each product complicates the situation to an 
extent that makes the handling of articles concerning drugs 
a major problem. Ideally, this could be met by the employ- 
ment of a person with a chemical background who could 
assume responsibility for formulating procedure, maintaining 
authority files, and consulting with the other staff members 
on the indexing of this material. Such an employee is now in 
training, and it is anticipated that before long this informa- 
tion may be handled without occupying a disproportionate 
amount of time of the editor and associate editor. 

The personnel situation continues to be the chief hazard 
in expediting work on the Index. The resignation of the 
supervisor of proofreading, revising, and typing, who had 
worked on the Index for over 25 years and carried a heavy 
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load, represented a major loss. Altogether 13 employees left 
during the report period, some of them after a short term 
of service, but others with training at least partially com- 
pleted. There have been some encouraging replacements, 
but considerable time elapses before full efficiency can be 
reached in this detailed work. 


Standard Nomenclature of Diseases and Operations 


Considerable progress has been made in the past year 
toward completion of the fifth edition of the Standard 
Nomenclature of Diseases and Operations. 

The results of the work of our Standard Nomenclature 
Committees will be far reaching and will continue to be felt 
as long as our committees continue to function effectively. 

The attention of the medical field has been focused on the 
need for continued standardization of terminology. At no 
time since 1928 has so much emphasis been placed on the 
use of accepted terminology as an aid to education and re- 
search in the matter of health. 

Physicians, realizing the great need for the use of correct 
terminology in completing research projects, are installing 
the Standard Nomenclature in their offices and it is now 
being used extensively in medical clinics. 

The editors are working cooperatively with the poison 
control group in revision of Category 3. Additional material 
for review has been submitted by the following committees: 


Respiratory Female genital 

Dentistry Urology 

Ophthalmology Anesthesiology 
Dermatology 


The correspondence load in the nomenclature office has 
practically doubled. For the first nine months of the year 
approximately 4,000 queries have been answered. 

The American Medical Association has sponsored and 
conducted nine Standard Nomenclature Institutes to date— 
four at headquarters in Chicago, and one each in New York, 
Atlantic City, N. J., Roanoke, Va., Indianapolis, and San 
Francisco. Approximately 1,300 students have been given 
the opportunity to learn elementary anatomy as it pertains 
to the topography section of the nomenclature and sound 
principles basic to the nomenclature and methods of instal- 
lation and maintenance. These institutes are tuition-free 
and are offered as a service to anyone using or interested 
in installing the nomenclature. Institutes in the following 
year are planned for Atlanta, Ga., Tulsa, Okla., and Boston. 
The teaching is under the direction of the editors. 

The editor, in collaboration with the chairman of the 
cancer section of the American College of Surgeons, pre- 
pared an article on the “Use of Standard Nomenclature in 
a Cancer Clinic”; this article was published in THe JourNaL 
of the American Medical Association and approximately 500 
copies have been distributed. 

The exhibit has been very beneficial in acquainting phy- 
sicians and lay personnel with the organization of the no- 
menclature. A new exhibit is being designed under the 
direction of the Bureau of Exhibits, and will emphasize in- 
struction in the use of the Nomenclature. This exhibit will 
be shown for the first time in Milwaukee in October, 1957. 

The Standard Nomenclature office is working coopera- 
tively with the Bureau of Medical Economic Research on its 
study of “Totality of Physicians’ Service in Hospitals,” with 
the Queries and Minor Notes department in classifying all 
queries according to Standard Nomenclature, and with the 
Council on Medical Service in compiling the material for its 
“Guide for Maternal Death Studies.” 

A diagnostic file is now maintained in the nomenclature 
office which includes all articles published in THe JourNAL 
of the American Medical Association coded and filed accord- 
ing to Standard Nomenclature, as well as a cross index file 
according to author. 

In addition to the regular committee work, future plans 
are for a neuropsychiatric meeting the latter part of Sep- 
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tember, a second supplement to be published within the 
next six months, and a complete revision of the surgery sec- 
tion, as well as extensive work on Categories 3 and 8. 


Today’s Health 


Today’s Health is still operating at a financial loss, but in- 
creased circulation, increased advertising, and widespread 
reprinting and quoting evidence the fact that Today’s Health 
is making a real contribution to the American Medical As- 
sociation and the general public. 

Circulation: During the fiscal year ending June 30, 1957, 
the circulation of Today’s Health reached its highest point 
since the founding of the magazine as Hygeia in April, 1923. 
The average net paid monthly circulation was 372,791, with 
average total monthly distribution standing at 389,999. A 
comparison of the major classifications of subscribers shows: 


Subscriber Percentage of Total Paid Subscriptions 
Classifications May, 1957 May, 1946 
Lay Subscribers 66.1% 70.4% 
Physicians 16.2 8.1 
leachers and Schools 6.5 7.0 
Dentists 3.0 3.7 
Registered Nurses 2.0 3.9 


The substantial increase in circulation to physicians’ recep- 
tion rooms resulted from the 1956-1957 subscription project 
conducted by the Woman’s Auxiliary to the A. M. A. The 
national, regional, state, and local auxiliaries produced the 
highest number of orders ever in the period covered by this 
report and they will continue their efforts to place an even 
greater number of subscriptions in the reception rooms of 
physicians and dentists. 

Present plans indicate an average net paid circulation 
for the next fiscal year of approximately 400,000. Preliminary 
steps have been taken to explore the possibility of placing 
copies of Today’s Health on newsstands in some of the 
larger communities. Also, a study has been made to de- 
termine the possibility of offering a special subscription rate 
with the premium book “The A. M. A. Book of Health” 
in certain radio markets controlled by the Columbia Broad- 
casting System. 

Nearly 30,000 teachers and schools regularly subscribed to 
the magazine during the last fiscal year. Ninety-three high 
schools and colleges used multiple copies in classroom work 
under our School Group Study Plan. The Monthly Discus- 
sion Topic Questions and Answers, prepared by a team 
from the A. M. A. Bureau of Health Education, are more 
popular than ever and provide the teacher with a monthly 
discussion outline of each issue. 

Today's Health was displayed at 14 national conventions 
this past vear where sample copies, promotion circulars, and 
subscription order forms were distributed to professional 
and health education leaders. At the same time, industrial 
and business firms continue to buy subscriptions in volume 
for their employees. 

Editorial: Despite some very obvious financial handicaps 
and the reluctant rejection of many manuscripts that would 
have served us well, it has been possible to maintain Today's 
Health editorial content at a high level of acceptance and 
influence. Confirming this, it is important to note that in 
the last 12 months Today’s Health has been reprinted on 
every continent except South America, in Braille, on long- 
playing records, and in most of the languages of Europe 
and Asia. The magazine has also been quoted by the “Voice 
of America” in the native tongue of every major nation of 
the globe. 

Articles were reprinted in Britain, Canada, Australia, 
China, Russia (U. S. Information Agency), France, Ger- 
many, Portugal, Greece, and South Africa, where a maga- 
zine used 28 Today’s Health articles and a newspaper 
syndicate, 14. They were picked up by 9 Braille publica- 
tions and one “talking magazine,’ 18 house organs repre- 
senting General Electric, Continental Oil, banks, phone, gas 
and power companies, and other manufacturers; Air Force, 
Civil Defense, and the Department of Health, Education, 
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and Welfare. in addition to the U. S. Information Agency, 
which placed eight paid articles in foreign periodicals: 
health, welfare, and education agencies of nine states; 17 
voluntary health agencies, 9 hospitals, and 9 trade journals, 
including 4 dealing with problems of management and 
others covering subjects ranging from cosmetics to auto- 
mobile traffic. 

Totals, showing an acceleration of the rise indicated in 
the preceding 12 months when 202 Today's Health articles 
were epeintet in 143 publications, were 267 articles, 11 
cartoons, and 2 poems reprinted in 267 different publica- 
tions. Professional organizations whose official publications 
reprinted Today's Health articles include the American 
Dental Association, National Association of Housing and 
Redevelopment Officers, American Association of Industrial 
Nurses, Health Officers’ Association, and Police Officers’ As- 
sociation. This, with the frequent appearance of Today's 
Health articles in the Reader's Digest, clearly multiplies its 
influence far beyond the 7 million readers who are reached 
directly each month. 

Today's Health has ventured on a bit of crusading with 
what seems an incredible uniformity of favorable reaction. 
A juvenile court officer’s article last December, “We're Mis- 
leading Our Teen-Agers About Love”—on the thesis that 
song writers, magazine publishers, and other adults are, in 
current phrase, acting like “crazy, mixed-up kids” about the 
meaning of the word—was widely quoted and reprinted by 
educators and others dealing with parents and children. 

“The Suicidal Cult of Manliness” (December), was 
quoted the country over. “How Poor Housing Kills Chil- 
dren” (April), a pediatrician’s account of lead poisoning 
from crumbling plaster and paint and the battery cases that, 
until recently, were a common slum fuel, was reprinted in 
full in the Journal of Housing. “Let’s Quit Exploiting Chil- 
dren’s Sports” (May), was widely quoted, debated on tele- 
vision panels, reprinted by several California newspapers, 
and, almost in full, with favorable mention of the magazine 
and the Association, on the editorial page of the powerful 
St. Louis Post Dispatch. 

While Today's Health as a whole represents an eftective 
public relations instrument, an honest and obvious service 
to the public, an effort has been made to include in each 
issue direct contribution to the public understanding of the 
profession and of organized medicine in particular. 

The March issue was going to press, for example, when 
the Secretary's Letter reported the Association's leadership 
in the drive for poliomyelitis vaccination. This issue not only 
carried an editorial by the President of the Association but 
an article on poliomyelitis with prominent “box” on the 
Association's initiative in the drive. Other examples are, from 
March, “The Finest Diagnostic Instrument” (“the trained 
clinical judgment of your physician”), the moving letter 
entitled “Our Baby’s Life,” and regular articles by Lentz, 
Radcliff, De Kruif, and others on various fields of medicine. 

A 320-page Today’s Health anthology, 58 of our finest 
articles made available in soft covers for 35 cents to mass 
readers, has been published as a Dell First Edition. The 
closing of one of the largest distributors has so confused the 
paperback market that we have not yet had a royalty report, 
but reviews and fan mail indicate the book is meeting an 
enthusiastic reception. 

Early last tall (1956) a study was made by the A. M. A. 
Director of Public Relations and our Chief Editor to de- 
termine the impact of the magazine itself on its 7 million 
readers every month. Responses from voluntary, local, state, 
and national health agencies, department heads in 351 high 
schools with 3,521 teachers in charge of 165,000 students, 
and 153 school physicians supervising 8,073 professional 
persons in charge of 4,389,000 students showed that 70 to 
90% use Today's Health for habitual reference, 68 to 80% 
as recommended reading and, in projects directed to the 
general public, 20 to 80% used it as source material for 
radio, television, articles, and bulletins. 


J.A.M.A., Oct. 26, 1957 


Advertising: Today's Health is very proud of the adver- 
tising sales record that has been compiled in the 12 months 
covered by this report. In fact, during the first six months 
of 1957 it showed a 52% gain in lineage over the same 1956 
period. Thirty-three new accounts have been established— 
among them Kraft Foods, Bristol-Myers, Pepsi-Cola, Quaker 

Oats, and General Foods. 

Last vear it was reported that inadequate sales repre- 
sentation was the cause of the small amount of advertising 
carried in the magazine. In August, 1956, an experienced 
sales manager was employed for the New York office and 
shortly thereafter a second full-time representative was 
added to the Chicago office staff. These two men _ have 
helped immeasurably, and Today’s Health is now in a 
position to consider further additions to the staff as the 
demand warrants. 

neral: From an _ over-all administrative standpoint, 
Today's Health operated these past 12 months on a reason- 
ably tight cost control basis. All budgets have been held to 
the minimum, printing and paper costs continue to increase. 
To compensate for the increase in the cost of paper, Today's 
Health is now printed on a lighter-weight stock and every 
effort is being made to hold printing costs as low as possible. 

Following the completion of a Today's Health organiza- 
tion study by Prof. Floyd Arpan of Northwestern University 
last fall, the Managing Publisher recommended to the Board 
of Trustees that the magazine be established as a separate 
entity within the operational framework of the Association. 
The “Today's Health Five Year Plan” also called for a full- 
time editor, a reorganization of Today’s Health Advertising 
Department, development of a Production Department, in- 
troduction of basic research to determine the exact ob- 
jective of the magazine, and introduction of a uniform 
system of publication cost accounting. It was also suggested 
that a separate Advertising Review Committee be appointed 
for Today's Health. Shortly after the closing date of this 
report (June 30, 1957) the Board of Trustees approved the 
over-all recommendation and it is now in the process of 
being implemented. 


Library 


Possibly due to the publicity given to the Package Library 
Service ~ an exhibit in the Library during the 1956 
A. M. A. convention in Chicago, and by an item in THe 
JournaL of Nov. 10, 1956, the total number of packages 
prepared increased to 2,037, about 200 more than last vear. 
This trend continued, more requests being received in the 
first half of the current vear than in the second half of 
1956. They came trom every state and from the District of 
Columbia, the largest number from population centers such 
as Illinois, New York, Ohio, and Pennsylvania. However, 
since this service was originally intended to help physicians 
in thinly populated areas where there are few local medical 
libraries, it was encouraging that such states as Arizona, 
Wyoming, Montana, and Nevada were well represented. 

In addition to preparing package libraries, the staff has 
answered about 500 inquiries which required a search ot 
the literature, compiling bibliographies, and detailed reter- 
ence work. It is impractical to keep a record of the many 
questions handled by telephone and of the requests from 
other departments which are answered daily. 

A growth of interest in new techniques and drugs has 
been especially noticeable in the past year, often stimulated 
by stories which appear in the lay press long before reports 
are printed in the medical literature. The presentation at a 
meeting of two papers on Raynaud's disease in women, a 
report on a virus causing multiple sclerosis, and a new in- 
jection method for treating low back pain have evoked 
numerous inquiries. There have been an unusual number 
of letters from pathologists and radiologists, most of them 
on specific techniques. The Library gratefully acknowledges 
the assistance of other A. M. A. departments and of local 
libraries in handling some of the inquiries. 
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The Periodical Lending Service fell off slightly this year, 
with 10,278 periodical loans recorded, 3,667 sent in pack- 
age libraries. Loans to department or personnel at head- 
quarters numbered 2,111, and the rest were borrowed by 
A. M. A. members or by subscribers. 

A six-month check of requests indicated that 55 were for 
single titles which are not on file here. A number of these 
were publications in paramedical fields, others obscure jour- 
nals which it would not pay to keep for an occasional need. 
Because the periodical files cover only the preceding 10 
vears, the unmet demand for older journals was also re- 
corded for the same six-month period. The library received 
21 requests for periodicals dated in the 1800's; 60 for those 
published in the 1930's; 37 for the period from 1940-1945; 
13 for 1946 and 6 for 1947. Since these requests involved 
only 137 items scattered over a number of years, the policy 
of maintaining a current collection still seems sound. 

The records show that 287 books were catalogued during 
the year. As usual, a number of additional periodicals were 
received, among them exchange copies of Russian publica- 
tions and translations of some of them. 

Routinely, indexes to the three volumes of THE JouRNAL 
of the American Medical Association were prepared in the 
Library. The problems which arose from printing of THE 
JOURNAL by a commercial firm have been adjusted and a 
satisfactory schedule arranged. 


Law Department 


This report covers the activities of the Law Department 
from July 1, 1956, to June 30, 1957. As it has since it was 
established in August, 1954, the Department continues to 
operate as the coordinating agency for the legal activities of 
the Association and, in addition, expanded its interest and 
work in the field of forensic medicine. 

The Department provided staff assistance and worked 
closely with the Judicial Council, the Committee on Legisla- 
tion, the Council on Constitution and Bylaws, and_ the 
Committee on Medicolegal Problems. Separate annual re- 
ports will be submitted by each of these councils and com- 
mittees outlining their activities. The Director of the Law 
Department would, however, like to express his gratitude 
to the Chairman and members of each for their cooperation 
and the pleasant working relationship which has prevailed. 

Under the direction of the Secretary and General Man- 
ager the Department has acted as legal advisor to the Board 
of Trustees, the House of Delegates, the officers and execu- 
tive staff of the Association. This work has involved a variety 
of legal questions including antitrust law, contracts, taxes, 
leases, copyrights, trademarks, libel, slander, and insurance. 

With the assistance of outside legal counsel the Depart- 
ment provided advice to the Association in these matters 
and in handling five court cases to which the American 
Medical Association was a party. 


Liaison Activities 


Interassociation Work: The attorneys on the staff of the 
Department have maintained liaison with one or more of the 
permanent councils and committees by attending meetings, 
assisting in the answering of correspondence, reviewing 
prospective programs and by giving oral and written legal 
advice, on request, to the council or committee members and 
staffs. In addition, members of the staff have attended meet- 
ings and have provided legal and, on occasion, administra- 
tive assistance to the numerous temporary committees and 
subcommittees of the Association. 

National Organizations: One of the most gratifying de- 
velopments during the year was the establishment of a 
closer and more effective liaison with the American Bar As- 
sociation. In August, 1956, at the annual meeting of the 
A. B. A., the Law Department and the Committee on Medi- 
colegal Problems assisted in the presentation of a half-day 
program dealing with the scientific validity of chemical 
tests for intoxication and the introduction of the results of 
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such tests in court in a “drunken driving case.” At a re- 
gional meeting of the A. B. A. in Baltimore in October, 1956, 
the Department presented a panel program on Impartial 
Medical Testimony. At the annual and mid-winter meetings 
of the two Associations since December, 1956, either the 
President or President-elect of each Association has been 
present to address the other organization’s House of Dele- 
gates and to participate in other ways in the program. 

Within the past four months a joint national liaison com- 
mittee, with representatives from the A. M. A. and the 
A. B. A., has been appointed. The organizational meeting 
of the Committee was held in New York in June, 1957, at 
which time the Committee announced as its first project the 
preparation of a National Code of Understanding Between 
Physicians and Attorneys. 

In addition to its work with the American Bar Association, 
the Department has presented or assisted in presenting talks 
or programs on one or more medical legal subjects at meet- 
ings of: 

The American Academy of Forensic Sciences 

The American Academy of Obstetrics and Gynecology 

The American Academy of Orthopedic Surgeons 

American Society of Medical Technologists 

American Hospital Association 

American Nurses Association 

Junior Bar Conference 

Association of American Railroads 

American Academy of Radiology 


Medical Societies and Individual Physicians: The Depart- 
ment has, through correspondence and personal visits, main- 
tained active contact with the executive secretaries and the 
legal counsel for state and county medical societies. Repre- 
sentatives of the Department have, on request, spoken or 
presented programs on medical legal subjects, on at least 
50 occasions, at state and local medical meetings and at 
joint medicolegal conferences. The staff of the Department 
has also shown and explained exhibits on Medical Protes- 
sional Liability and The Drunken Driver at state and county 
medical meetings. 

The Department has begun necessary preparations for its 
second national conference for attorneys and executive secre- 
taries of state and county medical societies to be held in 
Chicago in March or April, 1958. 

Although a statistical record has not been kept of the 
number of letters received and answered, there is no doubt 
that several thousand were received during the period of 
this report. These letters from individual physicians, at- 
torneys, medical societies, and outside organizations deal 
with a wide variety of problems in the medical-legal field. 


Preparation or Review of Published Material 


The most significant contribution of the Department in 
this regard was the series of 14 articles on various aspects 
of medical professional liability, which was published in 
THe Journat and which will be discussed later in this re- 
port. In addition to preparing numerous book reviews and 
editorials, the Department assisted in reviewing material 
submitted from other sources and contributed the following 
original articles: 

Right of Staff-Member to Treat Patients in Public Hospitals 
Blood Transfusions—Medical-Legal Responsibilities 

Blood Transfusions—Jehovah Witness 

Opinions ot the Judicial Council 


Blood Tests for Intoxication Upheld by the United States Supreme 
Court 


Medicolegal Symposiums 


The Department, in cooperation with the Committee on 
Medicolegal Problems, presented its second series of three 
regional medicolegal symposiums in March, 1957. More 
than 1,000 doctors and attorneys from 44 states attended 
the meetings, which were held in Atlanta, Ga., March 15-16; 
Denver, March 22-23; and Philadelphia, March 29-30. 

Each symposium was devoted to the same three general 
topics, which were: 
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Chemical Tests for Intoxication: Under this subject the 
drunken driver problem was analyzed. The scientific back- 
ground of chemical tests for intoxication and the degree of 
their acceptance by the medical and legal professions and 
by the public were discussed. A two-hour mock trial demon- 
stration was used to illustrate the proper method of qualified 
medical expert witnesses and present the results of chemical 
tests in court in a “drunken driving case.” 

Trauma and Cancer: A panel of physicians and attorneys 
presented their views concerning the relationship between 
a single and multiple occurrence of trauma and the inception 
or aggravation of cancer. These sessions were followed by 
a question-and-answer period between the audience and the 
panel of medicolegal experts. 

Medical Expert Testimony: Thirty-minute talks were pre- 
sented at each meeting concerning the obligations of phy- 
sicians and attorneys to the courts and to the public in 
personal injury cases. The film entitled “The Medical Wit- 
ness” was then presented, followed by another question- 
and-answer session between the audience and a panel of 
physicians and attorneys. 

A complete discussion of the subject matter of the con- 
ferences and a recital of the names of the participants at all 
of the meetings were included in an article which appeared 
in the May 18, 1957, issue of THe JouRNAL. 


Projects of Medicolegal Significance 


During the year, the Department planned, developed, 
and directed a number of projects of substantial importance 
to the medical profession and the Association. Some of the 
more important ones were: 

Medicolegal Consent Forms: Work was completed on a 
series of medicolegal forms for use by physicians, hospitals 
and attorneys. The subjects covered by the forms and the 
accompanying test material and case citations include: (1) 
consent to operations and other medical procedures: (2) pa- 
tient’s right to privacy; (3) confidential communications and 
records; (4) artificial insemination; (5) the physician-pa- 
tient relationship, and (6) autopsy. A series of six articles on 
this subject will be published in THe JourNAL within the 
next two months. This material has also been prepared in 
book form for distribution. 

Medicolegal Film Series: Within the period covered by 
this report, the Department has assisted in the preparation 
of the scripts and has advised in the production of two 
medicolegal films. The first entitled “The Medical Witness” 
was previewed at the Association’s meeting in Seattle in 
December, 1956, and the second entitled “The Doctor De- 
fendant” was released at the June, 1957, meeting in New 
York. The first film covers the role of the physician as a 
witness in a personal injury case and the second deals with 
medical professional liability. 

These films are the first two in a series of six to be pre- 
pared jointly by the American Medical Association and the 
American Bar Association with the financial assistance of 
the Wm. S. Merrill Company, drug manufacturers, Cin- 
cinnati. 

Mock Trial—Chemical Tests for Intoxication: The Depart- 
ment prepared and presented a mock trial demonstration 
concerning the method of qualifying an expert witness and 
presenting the results of chemical tests for intoxication in a 
“Drunken Driving Case.” The mock trial demonstration was 
presented during the period covered by this report in 
Atlanta, Ga., Denver, Philadelphia, New York, and Chicago. 

In addition to the members of the staff of the Law De- 
partment who participated in the demonstration, special ap- 
preciation is expressed to Mr. Frank Barton, Secretary of the 
Council on National Defense, Dr. William W. Bolton, As- 
sociate Director of the Bureau of Health Education, and Mr. 
George B. Larson, Assistant Director of the Bureau of Ex- 
hibits, who cooperated wholeheartedly in perfecting and 
presenting these programs. 
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Model Law—Hazardous Household Chemicals: The De- 
partment assisted the Committee on Pesticides and the Com- 
mittee on Toxicology in the compilation of state labeling 
laws concerning dangerous household chemicals. The De- 
partment is still working with these Committees in the 
preparation of a suggested model state law. 

Principles of Medical Ethics: Assistance was provided by 
the Department during the year to the Council on Con- 
stitution and Bylaws and the Judicial Council in connection 
with the preparation of the revision of the Principles of 
Medical Ethics which was adopted by the House of Dele- 
gates in June, 1957. 

Model Constitution and Bylaws: The Department pre- 
pared and distributed a draft of a model Constitution and 
Bylaws for the consideration and use of state and county 
medical societies and their legal counsel. 

Optometric Study: Pursuant to a request from the Board 
of Trustees and the Judicial Council, the Law Department 
completed a study of the legal aspects of the practice of 
optometry in the United States. The study and the report, 
which was presented to the Board of Trustees and the House 
of Delegates, involved a compilation of existing statutes, 
proposed legislation, and court decisions and the evaluation 
of them to determine legislative and judicial trends with 
respect to the scope of the practice of optometry. 

Osteopathic Study: In response to numerous requests 
from state medical societies, the Department prepared and 
distributed a comprehensive memorandum setting forth an 
analysis of state statutes concerning the scope of osteo- 
pathic practice. 


Medical Professional Liability 


For practically two years, facts, figures, and opinions with 
respect to professional liability have been collected by the 
Law Department. Based on a review and analysis of this 
material, a number of articles were published in THE Jour- 
NAL and a comprehensive report was presented to the Board 
of Trustees and the House of Delegates at its meeting in 
June, 1957. 

Scope of the Study: The study involved a review and 
analysis of state insurance regulations, the opinions of state 
medical societies, state statutes of limitation, professional 
liability cases reported from 1935 through 1955, the experi- 
ence of physicians employed by the federal government, the 
experience of national medical societies with respect to 
group professional liability insurance coverage, the opinions 
of 7,500 (approximately 5%) of the members of the Asso- 
ciation, and the sponsorship of a series of special articles. 

Articles Published in The Journal: A total of 17 articles 
and reports in this series have been submitted to THE 
JourNnac for publication. The following 14 were published 
during the period covered by this report: 

Study of Medical Professional Liability 

The History of Professional Liability Suits in the United States 

Professional Liability—Editorial 

Expressing Opinions as to Former Treatments 

Put It in Writing, Doctor! 

Medicolegal Hazards of Anesthesia 

Rule of Respondeat Superior 

Hazardous Fields of Medicine in Relation to Professional Liability 

“Res Loquitur’’—Liability Without Fault 

Professional Liability Insurance—Amount of Coverage 

Professional Liability Claims Prevention 

Professional Liability and Statutes of Limitation 

State Regulation of Professional Liability Rates 

How State Medical Society Executives Size up Professional Liability 


Recommendations and Further Actions: The special report 
of the Department to the Board of Trustees and House of 
Delegates was published in THe JounNat under date of 
July 6, 1957. The recommendations in that report as ap- 
proved by the Board of Trustees and the House of Dele- 
gates are now being carried out. The Department has also 
initiated the second phase of its study of medical profes- 
sional liability consisting of an opinion survey of selected 
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attorneys and the judiciary, an analysis of valuable informa- 
tion concerning insurance experience and a survey of com- 
parable fields of negligence actions. 


Medicolegal Abstracts 


The Law Department has continued the work of pre-"" 


paring abstracts of court decisions in the medicolegal field 
and publishing them in THe JournaL. They will also be 
indexed and held for inclusion in the next permanent volume 
of decisions, which probably will include abstracts prepared 
during the period 1953-1957. References to a few of the 
cases abstracted and published during the period covered 
by this report are given below. 

The court of civil appeals of Texas (Krueger, Hutchinson 
and Overton Clinic v. Lewis, 266 S. W. (2) 885) held that 
a restrictive covenant of unlimited duration in a partnership 
contract did not necessarily make it void. It upheld the 
covenant on the ground of freedom of contract, saying that, 
even if there is a public policy against such contracts, the 
defendant will not be allowed to object to the contract after 
he had received full consideration and enjoyed the benefits 
of it for three years. The Supreme Court of Minnesota 
(Ostrowski v. Mockridge, 65 N. W. (2) 185) held that the 
privileged communications laws of that state applied to 
nurses or attendants who are employees or who are acting 
under the direction of the physician examining or treating 
the patient. The Supreme Court of Florida (Weber vy. Flor- 
ida State Board of Optometry, 73 So. (2) 408) held that 
a naturopath is not permitted to practice optometry on the 
basis of his naturopathic license; he must obtain a license 
from the state board of optometry. The Supreme Court of 
South Carolina (Whitfield v. Daniel Construction Company, 
83 S. E. (2) 460) held that the personal representative of 
a deceased employee is entitled to an award where the em- 
ployee came to his death as a result of the ingestion of 
pentobarbital capsules prescribed by the employer's doctor. 
The pentobarbital had impaired the employee’s mental and 
physical faculties so that he drove a truck into the guard 
rail of a bridge and was killed. The court of civil appeals 
of Texas (Borden v. Sneed, 291 S. W. (2) 485) held that 
a general release by the one responsible for the releaser’s 
original injury bars action by the injured party against a 
physician or surgeon for negligent treatment of the injury. 
The Supreme Judicial Court of Massachusetts (Reddington 
v. Clayman, 134 N. E. (2) 920) held that a consent to 
remove a child’s tonsils and adenoids did not carry with it 
any right to remove the uvula as well. The Supreme Court 
of Appeals of West Virginia (Medical Care, Inc. v. Chirop- 
ody Association of West Virginia, et. al., 93 S. E. (2) 38) 
held that a duly licensed chiropodist is not a duly licensed 
physician within the meaning of the West Virginia statutes 
and is not eligible to participate in the plan of a medical 
service corporation for medical and surgical care furnished 
by duly licensed physicians to its subscribers. A United 
States district court in Maryland ( Hitchcock et al. v. Collen- 
berg et al., 140 F Supp. 894) held that persons wishing to 
practice naturopathy may be required to pass the medical 
examination and that no fundamental rights of such persons 
are infringed simply because the state legislature had failed 
to enact a licensing law relating specifically to naturopaths. 
The Supreme Court of New Jersey ( Lindroth v. Christ Hos- 
pital, 123 A. (2) 10) held that the fact that a surgeon ob- 
tained the major part of his income trom fees received for 
surgery performed in the surgical rooms of a charitable hos- 
pital did not make him a beneficiary of the charity and 
therefore unable to recover damages for injuries sustained 
because of the negligence of the hospital’s employees. 

The Supreme Court ot California (Lorenz v. Board of 
Medical Examiners, 298 P. (2) 537) held that the offense 
of giving an alcoholic beverage to a person under the age 
of 21 years does not involve moral turpitude and therefore 
cannot be the basis for revocation of a license to practice 
medicine. The Court of Appeals of Maryland (Kerner v. 
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Eastern Dispensary and Casualty Hospital, 123 A (2) 333) 
held that a wife has the right to look to her husband for 
support if he deserted her or if his misconduct forced her 
to leave him. But, when a wife deserts her husband without 
his fault, she forfeits all right to support from him and 
carries with her no authority to pledge his credit even for 
necessaries. In such case, the estranged husband is not 
liable for medical and surgical services rendered to the wife. 
The Supreme Court of Ohio (Avellone vy. St. John’s Hos- 
pital, 135 N. E. (2) 410) abolished the rule of immunity 
for charitable hospitals. The Supreme Court of Utah ( Alex- 
ander vy. Bennett, 298 P. (2) 823) held that naturopaths are 
entitled to practice obstetrics only if they pass the examina- 
tion given in that subject by the committee provided for in 
the Utah statutes. The Supreme Court of Minnesota ( Rey- 
burn v. Minnesota State Board of Optometry, 78 N. W. (2) 
351), construing the revocation provisions of the Optometry 
Law, said that “unprofessional conduct” is conduct which 
violates those standards of professional behavior that through 
professional experience have become established by the con- 
sensus of the expert opinion of the members, as reasonably 
necessary for the protection of the public interest. The Su- 
preme Court of Florida ( Hines v. Fox, 89 So. (2) 13) held 
that a physician cannot be held liable for a pure accident or 
other results incident to his treatment if he was exercising the 
best approved methods known to medical science with care 
and diligence. He is not liable when an instrument breaks 
if it was not possible to make an internal inspection of the 
instrument for possible defects within it. The Supreme Court 
of Georgia (Hornbuckle y. Plantation Pipe Line Company, 
93 S. E. (2) 727) held that if a child born after an injury 
sustained at any period of its prenatal life can prove the 
effect on it of a tort, it would have a right to recover dam- 
ages therefor. The Supreme Court of South Carolina 
(Dantzler et al. v. Callison, 94 S. E. (2) 177) held con- 
stitutional a law repealing the naturopathic practice act of 
that state. The district court of appeals of California 
(Lansdberg v. Kolodney, 302 P. (2) 86) held that the 
inferences supplied by the doctrine of res ipsa loquitur are 
sufficiently explained where the evidence shows that there 
was an unavoidable accident and that something was done 
unintentionally under the stress of the circumstances. The 
court added that even if the accident could have _ 
avoided by the exercise of exceptional foresight, skill, 
caution, still no one may be held liable for injuries re ee 
from it. The Supreme Court of Vermont (Minogue v. Rut- 
land Hospital, 125 A. (2) 796) held that a nurse, even 
though a general employee of a hospital, is the employee 
of the physician while she is under his direction and control 
in the delivery room, and that the physician, not the hos- 
pital, is liable for the results of her negligent acts. The Su- 
preme Court of Illinois (Burden v. Hoover, 137 N. E. (2) 
59) upheld the use of the injunctive process to prevent the 
unlicensed practice of chiropractic. 
Conclusion 

The Department wishes to express its appreciation for the 
cooperation it has received from the Board of Trustees and 
the officers of the Association, from the state and county 
medical societies, and from allied professional organizations 
and agencies with which it has worked during the period of 
this report. 

Committee on Medicolegal Problems 


This report covers the activities of the Committee on 
Medicolegal Problems from July 1, 1956, to June 30, 1957. 
During this period, the Committee held two meetings at 
which reports were received from the following subcommit- 
tees: Professional Liability, Chemical Tests for Intoxication, 
Medicolegal Applications of Blood Grouping Tests, and 
Forensic Pathology. During the year the subcommittee deal- 
ing with the Medicolegal Aspects of Blood Transfusions held 
one meeting and the subcommittee on the Medicolegal Ap- 
plications of Blood Grouping Tests held two meetings. 
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Regional Medicolegal Conferences 


In cooperation with the Law Department, the Committee 
assisted actively in the conduct of the second series of region- 
al medicolegal conferences, which were held in Atlanta, Ga., 
Denver, and Philadelphia in March, 1957. These meetings 
are discussed in detail in the annual report of the Law De- 
partment. Dr. Alan R. Moritz of Cleveland, Chairman of the 
Committee, acted as moderator of the panel which discussed 
trauma and cancer at the Denver meeting; Dr. Herman A. 
Heise of Milwaukee, presented a talk and participated in a 
mock trial demonstration on chemical tests for intoxication at 
all three meetings, and Mr. C. Joseph Stetler acted as chair- 
man at each of the sessions. 


Medical Professional Liability 


A special subcommittee under the chairmanship of Dr. 
Joseph F. Sadusk Jr. of Oakland, Calif., was appointed to 
work with the Law Department in the medical professional 
liability survey; to revise the publications of the Committee 
in this field; and to assist in the preparation of script mate- 
rial for the professional liability films to be produced jointly 
by the A. M. A. and the American Bar Association. 

The Committee coope. ated actively with the Council on 
Medical Service and the Law Department in conducting a 
complete and thorough survey of medical professional liabil- 
ity. Two of the members of the Committee contributed orig- 
inal articles which were published in THe JounNAL. One by 
J. W. Holloway Jr., entitled “Put It in Writing, Doctor!” was 
published on Feb. 23, 1957, and another entitled “Hazardous 
Fields of Medicine in Relation to Professional Liability,” by 
Dr. Joseph F. Sadusk Jr., appeared in the March 16, 1957, 
issue of THE JOURNAL. 


Chemical Tests for Intoxication 


Considerable emphasis was placed on the subject of chem- 
ical tests for intoxication during the past year. The Commit- 
tee, through Dr. Heise and with the cooperation of the Law 
Department, prepared the script for a mock trial demonstra- 
tion to illustrate the proper method of qualifying an expert 
witness and introducing the results of chemical tests for 
intoxication in a “drunk driving case.” The demonstration 
was presented on five occasions in Atlanta, Ga., Denver, 
Philadelphia, Chicago, and New York. At each of these meet- 
ings, Dr. Heise presented an introductory talk outlining the 
scientific background for the various chemical tests, and re- 
viewed the degree of acceptance of the tests by the medical 
and legal professions and by the public. The Committee is 
indebted to Capt. Robert F. Borkenstein of the Indiana State 
Police, the inventor of one of the breath-testing devices, who 
participated in the mock trial demonstration each time it was 
presented. The Committee, through Dr. Heise, also assisted 
in the presentation of the mock trial demonstration at the 
meeting of the American Bar Association in August, 1956, in 
Dallas, Texas, and at the scientific session of the American 
Medical Association in New York City in June, 1957. 

Work has been completed on a series of articles and a 
manual on chemical tests for intoxication. The articles which 
have been submitted by various authors will be published in 
THE JouRNAL and will then be distributed in booklet form. 


Medicolegal Applications of Blood Grouping Tests 


A final report has been prepared and approved by the 
Committee concerning the medicolegal applications of blood 
grouping tests. This report, which includes a discussion of 
the nomenclature of the Rh-Hr types, a description of certain 
recently discovered blood factors, the use of blood tests as 
substantial evidence of paternity, as well as the exclusion of 
paternity, and a model blood test law appeared in the Aug. 
31, 1957, issue of THe JOURNAL as a special report of the 
Committee. 

Medicolegal Film Project 

Together with the Law Department, the Committee has 
assisted in the preparation of story outlines and scripts and 
has supplied technical advice in the production of two films. 
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The first, entitled “The Medical Witness,” is concerned with 

the proper method of presenting medical testimony in a 

personal injury case. The second, entitled “The Doctor De- 

— deals with the subject of medical professional lia- 
ility. 

These two films, which were previewed during the period 
of this report, are a part of a series of six medicolegal films 
being prepared jointly by the American Medical Association 
and the American Bar Association with the financial assist- 
ance of the Wm. S. Merrill Company, drug manufacturers, 
of Cincinnati. Work has already been started on the next two 
films, which will deal with forensic psychiatry. 


Coroner-Medical Examiner Systems 


The Committee has continued its work during the year in 
support of the Model Post-Mortem Examinations Act as ap- 
proved by the National Conference of Commissioners on 
Uniform State Laws. 


Distribution of Pamphlets 


The Committee continued the distribution of several leaf- 
lets and pamphlets by its subcommittees. During this period, 
12,285 copies of a leaflet entitled “Test Your A.Q. ( Alcohol 
Quotient )—20 Questions on Alcohol” were distributed. The 
Committee also continued its cooperative arrangement with 
the medical schools and distributed approximately 3,500 
copies of the pamphlet entitled “Malpractice and the Physi- 
cian” to graduating medical students. In addition, 400 copies 
of this pamphlet were distributed to individual physicians on 
request. Five hundred requests were filled for the pamphlet 
“Medicolegal Aspects of Blood Transfusions” and the 1952 
report of the Committee dealing with the “Medicolegal Ap- 
plications of Blood Grouping Tests.” 

Exhibits on Professional Liability and 
Chemical Tests for Intoxication 

The Committee assisted in the presentation and explana- 
tion of the exhibits on chemical tests for intoxication and 
medical professional liability. These exhibits were shown on 
20 occasions. 

Conclusion 

The chairman, members, and staff of the Committee would 
like to express their appreciation to the Board of Trustees, 
officers, and members of the House of Delegates for the co- 
operation and consideration that have been received in 
carrying out the assignments of the Committee. 


Committee on Legislation 


This report covers the period from Sept. 1, 1956, to Aug. 
31, 1957. It is necessary to include the months of July and 
August in order to cover the complete activities of the First 
Session of the 85th Congress which recessed on Aug. 30, 
1957. 

During this period there have been several changes in the 
composition of the Committee. On Feb. 8, 1957, the Board 
of Trustees reorganized the Committee on Legislation pro- 
viding for one-year appointments for the members and a new 
distribution of states. At its meeting during the Annual Ses- 
sion in New York, the Board of Trustees appointed Dr. 
F. J. L. Blasingame as temporary Chairman to succeed Dr. 
Reuling. At its meeting on July 20-21, 1957, the Board ap- 
pointed Dr. George M. Fister as the new Chairman of the 
Committee on Legislation. Warren E. Whyte was employed 
as the Executive Secretary of the Committee on Nov. 5, 
1956. The composition of the Committee at present is: 


George M. Fister, M.D., Chairman 
McKinnie L, Phelps, M.D., Vice Chairman 
C. Byron Blaisdell, M.D. 

R. B. Chrisman, Jr., M.D. 

Frank C. Coleman, M.D. 

Harlan English, M.D. 

Frank J. Holroyd, M.D. 

J. Lafe Ludwig, M.D. 

John E. McDonald, M.D. 

D. Olan Meeker, M.D. 

George E. Twente, M.D. 
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During the period covered by this report, the Committee 
has met on four occasions: on Oct. 14, 1956, in Chicago; on 
Feb. 2, 1957, in Chicago; on March 30, 1957, in Washing- 
ton, D. C.; and on Aug. 24, 1957, in Chicago. All important 
legislation of medical interest introduced in the First Session 
of the 85th Congress was considered, Association policies and 
legislative activities were reviewed, and appropriate recom- 
mendations were submitted to the Board of Trustees. 


State Legislative Key Man Organization 


At its meeting on Oct. 14, 1956, the Committee discussed 
the formation of a revised state legislative key man organiza- 
tion. A subcommittee, appointed to study and make recom- 
mendations for a new program, presented a report which 
was approved by the full Committee and the Board of Trus- 
tees. Subsequently, nominations for a state “key man” were 
obtained by the Committee members from each of the state 
medical societies. These nominations were submitted to the 
Board and legislative key men were appointed in each of the 
48 states. Alternate legislative key men were also appointed 
in Colorado, New Mexico, Arizona, Montana, Utah, Wyo- 
ming, New Jersey, and Texas. 

The purpose of having a physician nominated by each 
state society and formally appointed by the Board of Trustees 
of the Association was to give that individual official status 
as the A. M. A. federal legislative representative in his state. 
Under the new organization, communications on legislative 
matters are transmitted, through the appropriate member of 
the Committee on Legislation, to the legislative key man in 
each state who is responsible for action in that state on 
legislative matters of a federal nature. Thus, a personal re- 
lationship between the key man and the Legislative Commit- 
tee member is developed and a more effective chain of com- 
munication is established. 

The Committee member assigned to each area will at some 
time during each year either hold a meeting of his state key 
men or visit them individually. Meetings of the key men and 
the members of the Committee will also be held periodically 
at the Annual and Clinical Sessions of the Association. A 
meeting of this nature was held at the Annual Session in 
New York in June, 1957. 

Due to the small number of medical measures considered 
by Congress during this session, it was only necessary on one 
occasion to call on the key men as a group for legislative 
action. This was in connection with the Jenkins-Keogh bills, 
which will be discussed below. 


Cooperation with Legislative Organization of Woman’s Auxiliary 


At its meeting on Feb. 2, 1957, the Committee voted to 
extend an invitation to the Chairman of the Committee on 
Legislation of the Woman’s Auxiliary to attend meetings of 
the A. M. A. Committee on Legislation. Close communication 
has been developed between Mrs. Goodhand, the present 
Chairman of the Committee on Legislation of the Woman's 
Auxiliary, and the Committee, so that the Auxiliary is fully 
informed on all our activities and is in constant readiness to 
cooperate. During the year the Woman’s Auxiliary appointed 
legislative area chairmen with the same geographical respon- 
sibilities as the members of the Committee on Legislation. 
In addition, state legislative key women have been appointed 
in almost every state. 


First Session, 85th Congress 


During the First Session of the 85th Congress, a large num- 
ber of bills of medical interest were introduced. Up until the 
17th of May, when the last compilation was made, 361 bills 
of a medical nature had been introduced. Just as the bills of 
a medical nature introduced in the 84th Congress (571) 
showed a 40% increase over those introduced in the 83rd 
Congress, all indications are that there will be a substantial 
increase in the number of medical bills introduced in the 
85th Congress. Despite the number of bills introduced, final 
action was taken by the Congress on only a few proposals. 
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Hearings were held during the First Session on several im- 
portant subjects, but it is apparent, as usual, that intensive 
activity and final action on medical bills will be reserved for 
the Second Session. 


Social Security Amendments 


A great number of the bills of medical interest introduced 
during this Session were proposed amendments to the Social 
Security Act. The more important of these would liberalize 
the disability benefits enacted into law during the 84th Con- 
gress; include physicians under the Old-Age and Survivors 
Insurance Program; and provide hospitalization for certain 
OASI beneficiaries. In general, the Committee took a position 
of opposition to amending the disability provisions of the 
Act for the same reasons that it opposed the disability 
amendment itself during the last Congress. Opposition to 
compulsory coverage of physicians was also voted by the 
Committee in accordance with the policy adopted by the 
House of Delegates and no action was taken with respect to 
voluntary coverage. 

Undoubtedly, the most important legislative problem fac- 
ing the American Medical Association during the 85th Con- 
gress will be the bills proposing free hospitalization and 
related medical care to beneficiaries, under the Old-Age, 
Survivors and Disability Insurance provisions of the Social 
Security Act, who are 65 years of age and over. Indications 
are that this proposal will be very strongly pushed during 
the Second Session and that an all-out effort will be necessary 
in order to defeat it. The Committee on Legislation discussed 
this problem at length at its meeting on Aug. 24, 1957. On 
the Committee’s recommendation, a Task Force, under the 
Chairmanship of Dr. Fister, has been appointed by the Board 
to direct and supervise the necessary research and investiga- 
tion. 

At the Annual Meeting in New York, the House of Dele- 
gates voted to approve a stepped-up informational program 
by the Association directed to all of its members explaining 
the Association’s position of opposition to compulsory cover- 
age of physicians under OASI. A program of this type has 
long been advocated by the Committee because of its belief 
that the majority of physicians in this country are not well 
informed on the basic issues involved in compulsory Social 
Security coverage. 

“Doctor-Draft” Act 

On June 30, 1957, the “Doctor-Draft” act expired. A bill, 
H.R. 6548, had been previously introduced to place physi- 
cians and allied medical personnel under the regular pro- 
visions of the Universal Military Training and Service Act. 
On May 8, 1957, Dr. Harold S. Diehl testified before the 
Committee on Armed Services of the House of Representa- 
tives concerning the Association's position on the drafting of 
physicians. The Association’s opposition to the “Doctor- 
Draft” act was reiterated, and H.R. 6548 was endorsed as 
a suitable measure to insure a sufficient supply of physicians 
for the armed services. This testimony was also presented by 
Dr. Diehl before the Committee on Armed Services of the 
Senate on June 6, 1957. H.R. 6548 was enacted into law on 
June 27, 1957, as Public Law 85-62. Thus, the discriminatory 
and long opposed “Doctor-Draft” act has expired and physi- 
cians will now be registered and drafted into the armed 
services in substantially the same manner as other citizens. 

Veterans’ Affairs 


Numerous bills concerning veterans’ affairs were consid- 
ered by the Committee during the year. A position of oppo- 
sition was adopted by the Association on the many bills 
providing for a presumption of service-connection for various 
diseases and conditions. Two bills, providing for appointment 
of chiropractors by the Veterans Administration, were also 
opposed. 

H.R. 58, a bill imposing additional requirements of dis- 
closure of financial information by veterans seeking hospital- 
ization in Veterans Administration hospitals, for non-service- 
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connected diseases or disabilities, was actively supported by 
the Association. Dr. Edwin S. Hamilton and Dr. Russell B. 
Roth testified on March 5, 1957, concerning this bill before 
the Committee on Veterans’ Affairs of the House of Repre- 
sentatives. The Association’s position on other aspects of the 
Veteran’s Administration’s medical care program was also re- 
viewed in a lengthy question-and-answer session. It was 
generally agreed that this was the most fruitful appearance 
that the Association has made before this particular Com- 
mittee. Although H.R. 58 was not enacted during the First 
Session, administrative regulations were promulgated by the 
Veterans Administration which accomplished, in part, the 
ends sought by this bill. 

On July 20, 1957, telegrams were sent by the Association 
to a few key members of the House of Representatives con- 
cerning H.R. 6719, a bill providing, among other things, for 
a pay raise for medical personnel in the Veterans Adminis- 
tration. It was pointed out that the bill placed optometrists 
in the same category as physicians and dentists. The Associa- 
tion urged the leaders of the House to oppose the enactment 
of this provision. Although the Committee on Veterans’ 
Affairs reported the bill favorably, no further action has 
been taken. 


Tax Deferment for the Self-employed—Jenkins-Keogh Bills 


During this year the Association continued its active sup- 
port of the Jenkins-Keogh bills. In January, 1957, an organ- 
ization was formed solely for the purpose of securing the 
enactment of this legislation. This organization, later named 
the American Thrift Assembly, is sponsored by many of the 
national organizations representing self-employed persons, 
such as the American Bar Association, the American Dental 
Association, the American Institute of Accountants, and the 
American Medical Association. A national campaign was or- 
ganized to encourage Congress to act on the Jenkins-Keogh 
bills. The members of the Committee on Legislation and the 
state legislative key men took part in the formulation of 
organizations in every state and in every Congressional Dis- 
trict to stimulate grass roots support for these bills. In addi- 
tion to contributing financial aid to the American Thrift 
Assembly, the American Medical Association has cooperated 
in every way with this organization to the fullest extent. 
From all indications, the success of the Jenkins-Keogh bills 
is still in doubt; however, commitments have been made by 
the House Ways and Means Committee to hold hearings on 
the bill in January, 1958, and to take some definitive action 
during the Second Session of the 85th Congress. 


The Bricker Amendment 


Little action was taken on this proposed Constitutional 
Amendment during the First Session of the 85th Congress, 
and it now appears that there is little likelihood of its being 
enacted any time in the near future. Hearings were held by 
the Senate Subcommittee on Constitutional Amendments, 
and on June 25, 1957, the Association sent a letter to the 
chairman expressing active support of the principle of the 
pending resolutions. 


Military Medical Affairs 


During the year, the Association cooperated with the vari- 
ous state medical societies and with the Department of the 
Army (which is administering the Dependents’ Medical Care 
Act) in preparing regulations and necessary contracts for 
the administration of the Medicare Program throughout the 
country. 

This program began operation on Jan. 7, 1957, and from 
all reports it is, for the most part, proceeding to the satisfac- 
tion of both the military and the medical profession. How- 
ever, in the hearings before the House Subcommittee on the 
Department of the Navy Appropriations, statements were 
made by representatives of the Navy Department to the 
effect that the cost of medical care for military dependents 
was much higher in civilian facilities than in military medical 


J.A.M.A., Oct. 26, 1957 


establishments. Acting on these representations, the House 
Committee on Appropriations in its report recommended that 
the free choice of physicians under the program be curtailed 
so as not to permit military dependents to utilize civilian 
medical and hospital services unless it is determined that the 
military facilities are inadequate. 

A letter was written by the Association on May 27, 1957, 
to the Committee on Appropriations of the Senate question- 
ing the accuracy of the cost statements of representatives of 
the Navy and questioning the recommendation of the House 
Committee regarding the free choice element. On June 19, 
1957, Dr. Hugh H. Hussey testified before the Subcommittee 
on Defense Appropriations of the Senate on this matter, 
pointing out that the Medicare program had been in opera- 
tion for such a short time that it was impossible for anyone 
to accurately state its relative costs and further pointing out 
that there was no reason to believe that civilian medical 
care Was any more expensive than care in the military facili- 
ties. The funds deleted from the Navy appropriation for 
the purposes of dependent medical care were restored by the 
Senate Committee and the recommendation of the House 
Committee that free choice be curtailed was not adopted 
by the Senate. 

Several bills were introduced in this session to amend the 
Dependents’ Medical Care Act, so as to extend its coverage. 
The Committee opposed these bills because it felt that there 
is not sufficient experience under this Act in order to intelli- 
gently amend its provisions. 


Amendments to the Hill-Burton Act 


Numerous bills providing for amendments and extension 
of the Hill-Burton Act were considered by the Committee 
on Legislation during this period. All action on these bills 
was deferred pending the completion of a comprehensive 
study of the Hill-Burton program by the Council on Medical 
Service. 


Amendments to the Internal Revenue Act 


A great many bills were introduced in Congress and con- 
sidered by the Committee having to do with deductions for 
various medical purposes under the income tax provisions 
of the Internal Revenue Act. The Committee deferred action 
on these bills pending a study by the Association of the ef- 
fect of the bills on the Internal Revenue Act and their rela- 
tive merit. 


Health Insurance 


Several bills having to do with the various aspects of 
health insurance were considered by the Committee during 
this period. The Association adopted a position of opposition 
to bills which would prohibit insurance companies from 
canceling health policies after a period of three years. It 
was felt that the regulating of insurance policies was a 
proper matter for the individual state governments. 

The most important legislation in this field dealt with the 
establishment of a health insurance program for federal 
employees. The Committee studied these bills, including 
H.R. 7034, supported by the American Hospital Association 
and the Blue Cross, and S$. 2339, proposed by the adminis- 
tration. Although the Association has in the past expressed 
its approval of the concept of federal employees contributing 
to their health insurance programs, no definite position has 
been taken as yet on the pending bills. The Committee on 
Legislation feels that before a position on the bills is recom- 
mended it will need further advice from the Committee on 
Prepayment Medical and Hospital Service of the Council on 
Medical Service. 

Establishment of a Department of Civil Defense 

During the First Session of Congress several proposals 

were introduced suggesting the establishment of a Depart- 


ment of Civil Defense in the federal government. The Asso- 
ciation reaffirmed the policy of the House of Delegates to 
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the effect that the form a federal agency having to do 
with civil defense should take was a matter for Congress to 
decide. The Association requested only that the health de- 
partment of any federal civil defense agency be elevated to 
a status commensurate with its obligations and _responsi- 
bilities. On March 7, 1957, Dr. Hugh H. Hussey and Dr. 
Harold C. Lueth, Chairman of the Committee on Civil 
Defense of the Council on National Defense, testified before 
the Subcommittee on Military Operations of the House of 
Representatives on H.R. 2125, a bill to establish a separate 
Department of Civil Defense. The witnesses urged the Com- 
mittee to strengthen the federal civil defense program and 
to establish a suitable health division with sufficient status 
to fulfill its obligations. Specific recommendations were also 
made concerning health and medical preparedness measures 
under any civil defense enactment. No final action was taken 
on a civil defense bill during the First Session of the 85th 
Congress. 


Other Important Legislative Matters 


During this period the Committee on Legislation consid- 
ered numerous other important legislative matters. Among 
these were the establishment of an office of Civil Aviation 
Medicine within the Civil Aeronautics Administration and 
a bill to amend the Federal Regulation of Lobbying Act. 

On July 1, 1957, a letter was sent by the Association to 
the Senate Committee on Government Operations concern- 
ing S. 2191, a bill proposing a new Legislative Activities 
Disclosure Act. This bill would repeal the present Federal 
Regulation of Lobbying Act and would correct many of its 
obscurities and inequities. In the letter to the Committee, 
the Association commended the Senate Committee for at- 
tempting to clarify the present confused lobbying situation 
and also recommended that the Act be restricted somewhat 
in scope so as not to require state and county medical soci- 
eties engaging in lobbying activities to register and keep 
records under the proposed act. 


Conclusion 


In closing its report, the Committee wishes to express its 
appreciation to the Board of Trustees, the Washington Office, 
the Woman’s Auxiliary, and to the officers and staff of the 
Association, as well as to the state medical societies, for their 
cooperation and assistance during the period covered by this 
report. We particularly wish to acknowledge the significant 
contribution of the state legislative key men and the physi- 
cians in the various states who took part in federal legisla- 
tive matters during this period. 


Washington Office 


The first session of the 85th Congress adjourned with few 
major health bills enacted, but the record number introduced 
is evidence that next year will see intense legislative activity 
in all health and welfare fields. 

Before the session closed, senators and representatives 
had proposed approximately 450 health and welfare bills 
which after careful screening were considered to be im- 
portant enough to be followed in detail by the Washington 
Office. This compares with a total of 571 health-weltare 
bills introduced in both years of the previous Congress. 

As in other first sessions, Washington Office personnel con- 
centrated on developing contacts among congressional lead- 
ers, committee members, and committee staffs, so as to bring 
about a climate of cooperation by the time Congress gets 
down to the actual business of passing new laws next session. 
New members of the Congress were personally visited by 
members of the staff. At the same time work was intensified 
with executive departments and agencies that are adminis- 
tering laws already enacted. This spring an additional physi- 
cian was added to the staff to provide better coverage with 
members of the House. Previously, one staff physician had 
been responsible for contacts with the 435 representatives. 
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During the course of this first session, American Medical 
Association witnesses testified on eight separate occasions 
before Senate or House committees, advising the lawmakers 
on such varied subjects as veterans’ hospitals, civil defense, 
the “Doctor-Draft” extension, Medicare appropriations, and 
the effectiveness of cigarette filters. Such witnesses have 
been briefed on latest developments and committee attitudes 
prior to their appearances. 

In addition, letters were sent to committees giving them 
the Association’s views on a number of pending bills. 

Members of the A. M. A. Washington Office staff attended 
hearings on all bills of any importance to medicine, even 
when the Association did not testify. It takes approximately 
half the time of four staff members to cover such hearings. 
Some of the subjects: union welfare funds, vocational re- 
habilitation act, barbiturate control, codification of Veterans 
Administration benefit laws, hospitals for Indians and non- 
Indians, food additives, and changes in the Civil Defense 
Act. 

Not all activity of the Washington Office staff is legisla- 
tive, nor is it always reflected in official records. Some exam- 
ples this year of several types of operations: 

The Veterans Administration was concerned in several 
instances. In one case a group of Oklahoma physicians had 
testified before the House Veterans Affairs Committee on 
abuses in VA admission practices, particularly the care in 
VA hospitals of non-service-connected cases where the pa- 
tient was entitled to private care under workmen’s compen- 
sation protection. 

The Council on Medical Service was consulted on the 
problem and a conference was held with the VA in Wash- 
ington. Participants included Dr. Joseph D. McCarthy, Chair- 
man of the Council, and members of the Chicago and 
Washington staffs. Following this conference, Washington 
Office personnel, through meetings with members of the 
Veterans Affairs Committee, Veterans Administration, Bu- 
reau of the Budget, Department of Justice, and General 
Accounting Office, succeeded in inducing the VA to modify 
its policy on compensation cases. The change took the form 
of a directive to VA hospital officials to scrutinize compen- 
sation cases more closely. 

After a closed hearing, the House Appropriations Com- 
mittee wrote into its report on Medicare’s budget a recom- 
mendation that the right of “free choice of physician” be 
limited by requiring that dependents use military hospitals 
when there is space available. The committee was motivated 
by economy, but it based its action on erroneous information 
supplied by military witnesses. 

When they learned of the recommendation, representatives 
of the Washington Office, with the cooperation and assistance 
of Chicago headquarters, set about to have the damage re- 
paired. A number of representatives were supplied the facts 
—which contradicted the Appropriations Committee’s view 
that care in military hospitals is far cheaper than in civilian. 
These representatives then took the floor of the House when 
the funds bill was up for a vote and set the record straight. 

Also, an official letter from A. M. A. Secretary George F. 
Lull was delivered personally to members of the Senate 
Appropriations Committee, pointing out that cost figures in 
the House report were in error, and a aumber of other sena- 
tors were contacted personally. Finally, Dr. Hugh Hussey of 
the Board testified before the Senate committee. As a conse- 
quence, the Senate committee ignored the House recom- 
mendations in making its report. 

The Small Business Administration, preparing to make 
loans for medical facilities and equipment, first considered 
regulations that would make group practice clinics eligible 
but not private physicians. A meeting of Dr. David Allman 
and representatives of the Washington Office with the SBA 
induced the agency to include both types of practice when 
eligibility was established. 


| 
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At the request of the Social Security Administration, a 
representative of the Council on Medical Service and a 
Washington Office representative sat in at various meetings 
of the advisory committee that was drawing up regulations 
to cover the new disability payments plan. The objective 
was to lay down operational rules that would comply with 
the law and be compatible with the medical realities. 

After enactment of Medicare last year, Washington Office 
personnel worked closely with the Defense Department to 
get the program under way. Later, Chicago Office personnel 
assumed this responsibility, as well as the duty of keeping 
the profession informed on Medicare developments. 

In a dozen other areas also A. M. A. personnel in Wash- 
ington advised federal departments on operation of pro- 
grams, including medical care under public assistance, the 
Salk poliomyelitis campaign, and vocational rehabilitation. 

To exchange information and views on national legislative 
problems, Washington Office personnel visited 33 state and 
local medical societies during the 12 months, and will visit 
many of the remaining ones before the start of the next ses- 
sion of Congress. The objective is to make personal contact 
with every state society within each two-year period. Staff 
members accepted invitations to attend many state society 
annual meetings and regional medical conferences, and in 
nine instances addressed such meetings. 

Closer liaison continues to develop between the Washing- 
ton Office and A. M. A. councils and committees by attend- 
ance at their meetings, and by furnishing facilities and 
services for members and committee staff people when they 
visit Washington. 

Another activity of growing importance is cooperation 
with other organizations in the health fields or groups inter- 
ested in health and welfare programs. During the vear office 
representatives maintained liaison with at least 15° such 
organizations by attending their annual and committee meet- 
ings and arranging informal conferences. The Director be- 
came a member of the Committee on Associations of the 
U.S. Chamber and was made Chairman of its legislative 
subcommittee. More so than in other vears, the office has 
helped A. M. A. members and officials and members and 
officers of state societies in the preparation of speeches. 
Background material is gathered together on request and 
under special circumstances actual writing of some portions 
of the speeches is undertaken. 

Two new reporting services were initiated during the year 
by the Washington Office, a monthly feature article for THE 
JourNAL and a monthly legislative column for GP, the 
journal of the Academy of General Practice. The latter re- 
view, started at the request of the academy, provides an 
additional 25,000 circulation each month. To allow the 
latest possible legislative news deadline, GP utilizes at its 
own expense the procedure of last minute page inserts. 

Continued also were the following editorial services, all 
started in previous years: 

The A. M. A. Washington Letter, generally four pages, a 
weekly roundup of all important medical news in Wash- 
ington. 

Legislative Analysis, generally weekly when Congress is 
in session, a detailed report on all medical bills introduced 
in Congress. It goes to a limited mailing list. 

Washington News in THe JOURNAL, two pages weekly. 

The Month in Washington, a monthly article condensing 
medical news for state and regional journals. 

Federal Medical Legislation, in THe JouRNAL, a summary 
of bills introduced in Congress. 

A monthly review of Washington developments written 
for the New Physician, journal of the Student American 
Medical Association. 

Special Reports, published at irregular intervals, oa such 
subjects as Doctors in Congress (a historical study), Con- 
gressional Committees, Federal Medical-Health Spending, 
Statistics on Health and Welfare. 
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A single mailing list is used for the Letter and Special 
Reports. There is no charge for the service, but the office 
attempts to limit circulation to those physicians and auxiliary 
members who have a genuine and continuing interest in 
Washington developinents. 

Every two years a “sudden death” postcard, requiring a 
return if the name is to remain on the mailing list, is sent to 
all receiving the Letter and Special Reports. As a result of 
the last such check, circulation was reduced to 5,200 in 
1955. By July of 1956 it had again reached 6,700 and by 
July of 1957 had passed 9,000. Another “sudden death” 
check is being made this year. All state societies are auto- 
matically queried within 30 days of their annual meetings 
to be sure new officers are placed on our mailing list. 

During the year final steps were taken in mechanization 
of the office’s printing and mailing operations, completing a 
gradual shift away from a number of manual processes. 
Costs for extra workers eliminated in the last vear mean 
that in about four years the new heavy-duty equipment will 
have paid for itself. We can now hold two pages of the 
Letter open for last minute news as late as noon on Friday 
and still be in the mail by 5 p. m. the same day. 

A special task was preparation of a 5,000-word pamphlet 
on medical care by the office at the request of the United 
States Information Agency, which will send it to U. S. IL. A. 
posts overseas, where it will be translated for public dis- 
tribution. This writing was regarded as a public service and 
a contribution to worldwide understanding of the American 
medical system. 

A professional librarian, employed in 1956, is bringing 
order out of the collection of records and documents that 
had been accumulating over the years but that had been of 
little practical use. From the scattered materials has come a 
library (now over 2,000 volumes) arranged according to the 
Dewey decimal system. Books not of permanent value, 
pamphlets, newspaper clippings, etc., are held for a time in 
a vertical file, arranged by subjects. The same system of 
subjects is used for permanent volumes, vertical files and 
correspondence files. 

Correspondence files have been cleaned up and a system 
of routine elimination of material after its time of usefulness 
has passed has been established. The processing of mail has 
been regulated so each item can be traced without inter- 
ference with its usual circulation. Thus the danger of “lost 
letters” is very small and delays in replies are held to a 
minimum. 

Department of Public Relations 


The period covered by this report is July 1, 1956, to June 
30, 1957. 

In addition to special projects for particular objectives, the 
public relations program of the American Medical Associ- 
ation continued to stress positive activities aimed at the 
press, television, radio, general public, state and county 
medical societies, individual physicians, and other organiza- 
tions. The broad purpose of these varied activities was to 
give both the public and the medical profession a con- 
structive interpretation of the Association’s actions, policies, 
and services. 


Advisory Committee 


Valuable aid in achieving that purpose was provided by 
the advisory committee to the Director of Public Relations, 
which met four times during the year. This committee gave 
helptul advice on evaluating medicine’s public relations 
problems, carrying out current activities and planning future 
projects. Present members of the advisory committee are 
Mr. Robert D. Potter, executive secretary, Medical Society 
of the County of New York; Dr. John E. Farrell, executive 
secretary, Rhode Island Medical Society; Mr. Ralph R. Mar- 
shall, executive secretary, New Mexico Medical Society; Mr. 
Harold Parham, public relations supervisor, Florida Medical 
Association; Mr. Donald L. Taylor, executive secretary, Iowa 
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State Medical Society; Mr. George Saville, director of public 
relations, Ohio State Medical Association; Mr. Ed Clancy, 
director of public relations, California Medical Association; 
Mr. John C. Foster, executive secretary, South Dakota State 
Medical Association; and Mr. Robert I. Howard, executive 
secretary, Medical Society of Virginia. 


Press Relations 


Annual Meeting: Although press room facilities at the 
New York Annual Meeting were far more ample than usual, 
coverage almost overwhelmed the press staff. Total press 
registration was 259, not including between 50 and 100 
television and radio personnel. Of the 259, forty-three were 
nonwriters (public relations representatives and others) and 
216 were representatives of daily newspapers, wire services, 
national magazines, free-lance writers, and medical, tech- 
nical, or trade press. The previous high number of writers 
was 194 at the 1953 New York Annual Meeting. Press 
coverage was heavy, with specially wide attention being 
given to the stories on the cancer-smoking report, Dr. All- 
man’s inaugural address and the charges concerning athletes’ 
use of “pep pills.” Several hundred persons attended a 
press conference on cancer and smoking. Dr. Allman re- 
ceived more than 300 telegrams and 1,000 letters from 
readers within a week after his inaugural address was 
reported. The “pep pills” story required some delicate han- 
dling to keep it from becoming unduly sensational, but in 
general the press covered it fairly. 

Clinical Meeting: The 1956 Clinical Meeting in Seattle 
was attended by 44 newspaper and wire service representa- 
tives, compared with 69 at the 1955 Clinical Meeting in 
Boston. However, wire service coverage was good and the 
Seattle papers devoted an unusually large amount of space 
to the meeting. Every issue of the local papers carried a 
front-page story daily and several stories or full pages inside. 

Special Conferences: The department continued to ex- 
pand and improve its news coverage of the various annual 
conferences and special meetings sponsored by the Associ- 
ation. Meetings serviced were the Medical Civil Defense 
Conference, Symposium on Cosmetics, Foods and Nutrition 
Symposium, Congress on Industrial Health, Congress on 
Medical Education and Licensure, Medicolegal Symposiums, 
Mental Health Conference for state society representatives, 
and Conference on Rural Health. Coverage included advance 
news releases, press room services and follow-up summary 
stories for THE JOURNAL and special lists of interested publi- 
cations. 

Special Releases: Special news or feature stories were 
written and distributed on a variety of subjects, including 
Sears-Roebuck Foundation grants, poliomyelitis, H.R. 7225, 
chemical hazards, and A. M. A. staff appointments and 
activities. 

Weekly News Release: Mailing list for the weekly news 
release, based on articles and editorials in THe JouRNAL, 
Today's Health, and the specialty journals, was increased by 
several hundred names. In addition to the regular list, special 
mailings were made to reach selected reading audiences for 
certain subjects. For example, a mailing on the Olympic edi- 
tion of THe JouRNAL (devoted to sports and medicine) was 
sent to 554 radio-television stations and 1,735 sports editors, 
with tear sheets available on request. Other special mailings 
went to religious publications, on the subject of medicine 
and religion, and to television publications, on the hazards 
of radiation from television sets. 

Other Projects: The press section also prepared special 
articles and materials for Scope, Medical News, MD Mag- 
azine and other publications; maintained steady liaison with 
the National Association of Science Writers; filled an increas- 
ing number of requests for material on doctor-press codes 
of cooperation; developed a proposal for a health column for 
trade magazines and house organs; and provided publicity 
counseling to the various councils, bureaus, and depart- 
ments at Association headquarters. 
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Magazine Relations 


The department maintained continuing liaison with mag- 
azine editors and writers through personal contact, cor- 
respondence, and regular mailings of news releases. In 
response to a special invitation, 64 magazine writers reg- 
istered in the press room at the New York Annual Meeting. 
Specific requests for information or manuscript checking 
continued to keep pace with previous years. General mag- 
azines with a circulation over 1 million published a total 
of 351 articles on medicine and health during this one-year 
period. In addition, 109 articles appeared in the four major 
newspaper supplements, This Week, American Weekly, 
Parade, and Family Weekly. The department prepared a 
weekly summary of these articles for publication in THE 
JouRNAL and continued to build its reference file listing 
health articles by author, subject and title. 


Television Activities 


Television increased in importance as a medium of com- 
munication and as a major part of the Association’s public 
relations program. Through its staff and a special physicians 
committee set up in 1956, the department worked on a 
continuing basis with networks, writers, and individual pro- 
ducers to assure accuracy of medical material on television; 
coordinated A. M. A. participation in regular programs like 
“March of Medicine” and “Medical Horizons”; produced 
and distributed a new 28-minute filmed program and five 
feature news clips for use by local television stations; ar- 
ranged local telecast of the presidential inaugural ceremony 
at the New York Annual Meeting; established a working 
liaison with the National Association of Radio and Television 
Broadcasters; handled radio-television coverage at special 
A. M. A. conferences and meetings; and counseled state and 
county medical societies on presentation of local programs. 

Television Committee: The Physicians Advisory Commit- 
tee on Television, Radio and Motion Pictures, operating 
primarily in the major production centers of Los Angeles 
and New York, reviewed more than 100 scripts to help 
assure true portrayals of medical practice and private physi- 
cians. The committee worked on a continuing basis with 
regular programs such as “Dr. Christian,” “Dr. Hudson’s 
Secret Journal” and “Frontier Doctor,” and also with “Play- 
house 90,” “The Millionaire,” “Lassie,” “Alfred Hitchcock 
Presents,” “Ozzie and Harriet,” “Armstrong Circle Theatre,” 
and “Paul Coates Confidential File.” The committee estab- 
lished liaison with the Alliance of TV Film Producers and 
the Screen Writers Guild. Present members of the commit- 
tee are: California—Robert W. Gentry, M.D., Chairman; 
E. Vincent Askey, M.D.; Dudley M. Cobb Jr., M.D.; Eugene 
F. Hoffman, M.D.; Richard O. Myers, M.D.; Marcus H. Rab- 
win, M.D.; James F. Regan, M.D.; Charles C. Stehly, M.D.; 
and Edward T. Tyler, M.D. New York—Gerald D. Dorman, 
M.D., Co-chairman; Henry I. Fineberg, M.D.; and Renato 
J. Azzari, M.D. 

New PR Film: “Even for One,” the new 28-minute film 
produced at the direction of the House of Delegates to 
demonstrate the value of the physician’s judgment and the 
“art” of medicine, was completed early in 1957 and in the 
four-month period of Feb. 1 to June 30 was shown on 111 
stations to an estimated audience of 4,000,000. In April this 
film won first place honors in one of the categories of the 
American Film Assembly competition. 

Film Coming Up: Another new film, “Whitehall 4-1500,” 
designed to show how the A. M. A. serves the public, was 
nearing completion and was scheduled for introduction at 
the 1957 Public Relations Institute in late August. This film 
will be used for both local television and group showings. 

Miscellaneous Activities: “A Life to Save” was seen by 
almost 11 million televiewers on 157 stations, and “Oper- 
ation Herbert” reached over 4 million persons on 94 stations. 
Weekly listings of forthcoming television shows were pro- 
vided for THe JouRNAL, and a Television Newsletter was 
sent monthly to state and county societies. The department 
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provided news and research service to television newsmen 
and helped arrange appearances of A. M. A. representatives, 
for both local and network shows. Examples of the latter 
were the panel discussion of medical care costs on the NBC 
“Home” program and the appearance of a Bureau of In- 
vestigation staff member on the Garry Moore show. 


Motion Pictures 


Hollywood Films: Working with the medical directors 
and producers of the major studios in the Los Angeles area, 
the Physicians Advisory Committee on Television, Radio and 
Motion Pictures checked medical material in seven full- 
length pictures and one short feature. 

PR Films: Three 16-mm. films distributed to school, 
church, and club groups had the following audiences: “Your 
Doctor,” 369,000 people at 3,456 showings; “A Life to 
Save,” 80,000 at 1,152 showings, and “Operation Herbert,” 
48,000 at 588 showings. 

Membership Film: “The Case of the Doubting Doctor,” 
a 27-minute film showing how the A. M. A. serves the med- 
ical profession, was premiered at the 1956 Public Relations 
Institute and promoted extensively during the period of this 
report. It was shown to hundreds of state and county med- 
ical societies and other medical audiences. 

Coordination: The department coordinated promotion and 
publicity for two medicolegal films, “The Medical Witness” 
and “Doctor Defendant,” produced by an outside organiza- 
tion in cooperation with the Association’s Law Department. 
The department director served on the film advisory com- 
mittee for the Health News Institute, a public relations arm 
of the drug manufacturing industry, and in that capacity 
was able to represent the view of the profession. 


Literature Distribution 


The department distributed a total of 857,961 pamphlets, 
booklets, leaflets, brochures, and reprints. Major new public 
relations pieces were “Your Family Health Record,” 1 mil- 
lion copies of which were printed for distribution through 
state medical societies, and “A. M. A. in Action,” an up-to- 
date booklet describing the activities and services of the 
Association. Distribution of these two new pieces was just 
getting under way toward the end of the period of this 
report. 

Other New Pieces: Pamphlet reprints were made of “Free- 
dom in Medical Practice,” Dr. Murray’s presidential address 
to the House of Delegates at the Seattle Clinical Meeting; 
“The Personality of Medicine,” Dr. Allman’s inaugural ad- 
dress at the New York Annual Meeting; and “The Trojan 
Horse,” Dr. Orr’s address on the expansion of the Veterans 
Administration medical care program. The department also 
cooperated in the revision and distribution of “What Every- 
one Should Know About Doctors,” a 16-page booklet de- 
scribing the background, practice, and methods of the 
modern physician. 

Leading Items: Among the pieces with the highest distri- 
bution were: “To All My Patients,” 428,300; “Your Family 
Health Record,” 170,300; “Quack!” 35,300; “What’s up 
with Our Medical Schools,” 29,800; “Health Today,” 25,000; 
“What Everyone Should Know About Doctors,” 21,900, and 
“Mechanical Quackery,” 21,500. 


Special Projects 


Medical Education Week: The department again handled 
the Association’s participation in Medical Education Week, 
which was observed nationallys from April 21 to 27 under 
the sponsorship of the A. M. A., Student American Medical 
Association, Woman’s Auxiliary to the A. M. A., Associ- 
ation of American Medical Colleges, American Medical 
Education Foundation, and National Fund for Medical 
Education. In addition to its work on the national co- 
ordinating committee, the department prepared and dis- 
tributed almost 2,000 promotional kits to state and county 
medical society secretaries and public relations chairmen, an 
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increase of 100% over 1956. The kits included radio- 
television scripts, fact sheets, proclamations, speeches, edito- 
rials, Woman’s Auxiliary plans, radio-television spot announce- 
ments, newspaper fillers, tips on community promotions, 
endorsements by President Eisenhower and the Advertising 
Council, and lists of local contacts. As a further local aid, 
three television film clips and a slide were sent to 471 
television stations. Latest returns, from 138 stations, showed 
that 133 of them used all or part of the packets, with most 
of the films getting repeat showings. Medical societies in 32 
states reported that they conducted local observances. The 
department obtained additional national promotion through 
science writers; medical, surgical, and popular publications; 
JOURNAL advertisers; health columnists, and 17 national ad- 
vertisers. 

National Science Fair: For the second year the depart- 
ment also handled the Association’s participation in the 
National Science Fair, held May 9-11 in Los Angeles under 
sponsorship of the Science Clubs of America. As in 1956, a 
special panel of A. M. A. judges selected four outstanding 
exhibits in the basic medical sciences, and the two top 
winners were guests at the New York Annual Meeting. An 
innovation this year was a medical awards banquet given 
by the A. M. A. for the 550 fair exhibitors and their high 
school advisors. The banquet won favorable coverage by 
Los Angeles newspapers and wire services. In New York the 
two guest exhibitors received a great deal of attention from 
visiting physicians; both were interviewed by the Associated 
Press, and one was interviewed by writers from Life, Ladies’ 
Home Journal, and the Minneapolis Tribune. Continuing 
promotion has brought a sharp increase in the number of 
medical societies sponsoring local or regional science fairs: 
four years ago there were only 3; today there are 88 in 35 
States. 

Farm-City Week: The Association again cooperated with 
about 400 industries and farm, civic, and professional or- 
ganizations in the second annual observance of Farm-City 
Week, held Nov. 16-22 with Kiwanis International as co- 
ordinating agency. The department’s promotional work in- 
cluded communication with each state and county medical 
society, a suggested program of activities, liaison information, 
a general news release and an editorial in THE JouRNAL. The 
A. M. A. also contributed toward the cost of producing ad- 
vertising mats for distribution to U. S. newspapers. 

Poliomyelitis Inoculation Campaign: The department ini- 
tiated, made arrangements, and prepared informational kits 
for the Jan. 26 special meeting concerning the need to stimu- 
late public use of the poliomyelitis vaccine. Representatives 
of every state and territorial medical society attended the 
conference. Press activities included advance mailing of 
packets of news releases, programs, and background in- 
formation plus on-the-spot press room service. All Chicago 
newspapers, wire services, several television networks, news 
magazines, and medical publications sent representatives, 
and several press conferences were held with officials of 
A. M. A. and the U. S. Public Health Service. The depart- 
ment compiled and distributed follow-up reports in March 
and April on the development of state and county polio- 
myelitis inoculation programs. A third report was planned 
for release when vaccine supplies warranted a renewal of a 
full-scale campaign. 

Medicolegal Symposiums: The department cooperated 
closely with the Law Department in special efforts to pro- 
mote and publicize the 1957 Medicolegal Symposiums held 
during March in Atlanta, Ga., Denver, and Philadelphia. 
News releases were sent to leading newspapers in the South, 
West, and East; a department representative attended each 
meeting to handle press relations and arrange television and 
radio interviews, and coverage was very good in all media. 
A 2:20 minute television film, based on the subject of 
drunken driving and pointing up the forthcoming medico- 
legal symposiums, was sent to 216 leading television stations 
and was used on 131 telecasts by 84 stations. 
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Upcoming Projects: During June, 1957, the department 
was engaged in preliminary discussions, meetings, and edi- 
torial activities on two special projects which were to get 
under way in the latter half of the year—a public and 
professional information campaign on Asian influenza and a 
professional education campaign on the issue of OASI cov- 
erage of physicians under the Social Security Act. 


Services to State and County Societies 


A. M. A. News Notes: This monthly newsletter containing 
timely reports on Association activities and services was dis- 
tributed to state and county medical society editors, state 
executive officers, and A. M. A. department heads and 
guides. 

PR Doctor: Four issues of the PR Doctor Newsletter and 
Exchange were produced to give medical society personnel 
useful news and examples of public relations projects carried 
out by states and counties in all parts of the country. Dis- 
tribution increased from 4,500 to 4,800 for the newsletter 
and from 250 to 275 for the exchange section. 

PR Packets: Addition of two new kits on health columns 
and anniversary celebrations brought to 13 the number of 
informational packets being distributed to state medical soci- 
ety offices for reference and for use as loan kits to county 
societies. 

House of Delegates Report: A roundup story on House of 
Delegates actions was mailed on the final day of the Seattle 
and New York meetings to a total of approximately 730 dele- 
gates, state and county editors and secretaries, and A. M. A. 
officers and trustees. Many requests for additional copies 
were filled after the two meetings. 

Public Relations Institute: Nearly 300 representatives of 
state and county medical societies attended the fourth an- 
nual Public Relations Institute for a two-day program includ- 
ing such subjects as science fairs, orientation programs for 
new members, legislative activities and the planning, pro- 
duction and promotion of local radio and television pro- 
grams. Informational kits and an exhibit of A. M. A. public 
relations aids were provided. 


Services to President and President-elect 


Work of the executive assistant assigned to the President 
and President-elect included 13 trips covering 42 days and 
approximately 23,000 miles; assistance in the preparation of 
43 speeches heard directly by an estimated 14,000 persons; 
advance distribution of 54 copies of speeches to newspaper, 
radio, and television reporters; five special press releases; at 
least 15 press interviews or conferences; arrangements for 
nine radio interviews and seven television appearances; as- 
sistance in writing the monthly President’s Page for THE 
JourNAL; material to fill numerous requests for articles, 
statements, and abstracts of speeches; and assistance with 
correspondence and itineraries. 


Presidential Inauguration Ceremony 


The department for the fifth consecutive year handled all 
arrangements, scripting, promotion, and publicity for the 
presidential inauguration ceremony at the Annual Meeting. 
The 1957 program, attended by a capacity audience of 2,500 
in the Waldorf-Astoria ballroom, included Dr. Allman’s in- 
stallation as President, his inaugural address, singing by the 
United States Army Chorus, and presentations of the Dis- 
tinguished Service Award and a special citation for a Dis- 
tinguished Layman. Nearly 600,000 persons in the New York 
area saw a half-hour telecast of the program over station 
WABD. A 50-second filmed sequence of Dr. Allman’s in- 
augural address, distributed to every television station in 
the country, was used on 179 telecasts in 143 cities and 
reached an estimated audience of almost 17 million people. 
The department also arranged the President’s Reception and 
Ball, which followed the inaugural ceremony. 
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General Services 


In addition to work described in previous categories of this 
report, the department also published the Daily Bulletin at 
the Seattle and New York meetings; wrote or edited special 
articles for a number of publications including Better Homes 
and Gardens, Compton’s Yearbook, “The Story of Our Time,” 
Clubwoman, and United Press; produced and promoted, in 
cooperation with the Bureau of Investigation, a 16-minute 

5-mm. sound slide film on mechanical quackery; cooper- 
ated with the Council on Medical Service in preparation of 
a comprehesive questionnaire for a survey of county society 
activities; engaged in a variety of activities concerning med- 
ical assistants, including publication and promotion of a sur- 
vey, speeches and liaison on the national, state, and local 
levels, and preparation and distribution of a new kit for 
medical societies and medical assistants groups; supervised 
the guided tour program at A. M. A. headquarters; did a 
special membership promotion mailing to nonmembers in 
Massachusetts and New York prior to the 1957 Annual 
Mecting; assisted with more than 20 speeches for A. M. A. 
officers and trustees; sent out more than 400 packets on 
socialized medicine and was working on a single compre- 
hensive booklet to replace the packet; handled arrangements 
for printing of the new Principles of Medical Ethics in card 
form for mailing with membership cards; carried out special 
activities to publicize the International Film Exhibition at 
the New York Annual Meeting; did liaison work to investi- 
gate the possibility of getting Federal Communications Com- 
mission assignments of special radio bands for use by phy- 
sicians; continued the sale of “To All My Patients” office 
plaques; produced and distributed 26,000 copies of the gen- 
eral program for the New York Annual Meeting; handled 
photography at the Seattle and New York meetings and 
serviced requests for prints from the press and other inter- 
ested parties; worked with the Personnel Department in 
year-round promotion of the Employee Credit Union; as- 
sisted in the writing, reproduction, and distribution of the 
Secretary's Letter; and maintained liaison with the various 
councils, bureaus, and departments of the Association. 

External Liaison: The department director, assistant di- 
rector, director of press relations, and other staff members 
made a total of approximately 60 trips to fulfill speaking 
engagements or attend meetings of medical societies and 
other organizations. 

Conclusion 


The department wishes to express its appreciation to the 
House of Delegates, officers, and Board of Trustees of 
the Association, the state and county medical societies, the 
departments and staff members at A. M. A. headquarters, 
the Physicians Advisory Committee on Television, Radio and 
Motion Pictures, and the Advisory Committee to the Director 
of Public Relations for their cooperation and assistance dur- 
ing the period of this report. The department again feels that 
steady progress is being made in improving and expanding 
a sound public relations program based on positive principles 
and constructive activities. 


Council on Mental Health 


Since its last annual report the Council on Mental Health 
has held three Council meetings: November, 1956; Febru- 
ary, 1957; and June, 1957. Primary considerations of the 
Council during the past year have been the development of 
a series of recommendations to the A. M. A. Board of Trus- 
tees on the medical use of hypnosis, a study of the use of 
tranquilizing drugs by the general practitioner particularly 
related to the use of these drugs for discharged mental hos- 
pital patients, the development of a “Resolution on Hospital- 
ization for Patients with Alcoholism,” and a report and rec- 
ommendations to the Board of Trustees and the House of 
Delegates concerning the problems surrounding narcotic 
addiction and its treatment with special reference to how this 
problem affects the medical profession. The Council has 
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also been concerned with advancing the work of the Joint 
Commission on Mental Illness and Health, Inc., and stimu- 
lating through a third annual conference of mental health 
representatives of state medical associations the develop- 
ment of closer liaison between the Council and the now 46 
Committees on Mental Health of the state medical associ- 
ations. 
Medical Use of Hypnosis 


In February, 1956, the Council established an ad hoc 
committee of the whole to consider the general problem sur- 
rounding the medical use of hypnosis. This came about as a 
result of increasing frequent requests for information from 
physicians throughout the United States as to (1) what 
the value of hypnosis might be in general medical and sur- 
gical problems and (2) where doctors and dentists might go 
for proper instruction in medical hypnosis. Preliminary in- 
vestigation seemed to reveal that there were no schools of 
medical hypnosis that were accredited by any accredited 
university or medical school. On the other hand, there were 
many so-called “schools of hypnosis,” offering to physicians 
two-or-three-day lecture courses, that did not seem to be 
sufficiently well controlled; in some instances correspondence 
courses were being offered to physicians. The ad hoc com- 
mittee of the Council, chaired by Council member Dr. M. 
Ralph Kaufman, reviewed all of the recent literature on the 
medical use of hypnosis, and reviewed in detail a report 
that had been made by a subcommittee appointed by the 
Psychological Medicine Group Committee of the British 
Medical Association which reported its findings in April, 
1955. Following this, two general meetings of the committee 
were held in which representative consultants from other 
scientific and authoritative groups in the field were asked to 
participate. As a result of these two meetings the ad hoc 
committee has now tentatively formulated a report from the 
Council to the Board of Trustees which we expect to present 
in late November of this year. 


Committee on Alcoholism 


The Council’s Committee on Alcoholism has held two reg- 
ular meetings since the last annual report was submitted, in 
March and July, 1957. The members of the Committee in- 
dividually and in conjunction prepared a series of articles on 
the modern approach to alcoholism, which appeared in THE 
JourNAL, Dec. 29, 1956; Feb. 16, 1957; March 2, 1957; and 
May 11, 1957. The Committee plans to use these articles as 
the basis for the preparation of a manual for the use of phy- 
sicians generally in treating this condition. The articles will 
be supplemented by additional material prepared by the 
Committee. Arrangements have been made for the distribu- 
tion of this pamphlet through the A. M. A. Bureau of Health 
Education, and it is expected that it will be ready for gen- 
eral distribution in the fall of 1957. The Committee on Alco- 
holism has continued its information service to physicians 
through the use of the Classified Abstract Archives of the 
Alcohol Literature which has been set up and staffed at the 
Council office in the A. M. A. headquarters. 


Narcotic Addiction 


In November, 1956, the Council submitted a report on 
narcotic addiction which had been developed, in conjunc- 
tion with its Committee on Narcotic Addiction, after a two- 
year study of the problems surrounding narcotic addiction 
which related to the medical handling of these problems and 
to federal and state legislation that was of immediate con- 
cern to physicians in the handling of these patients from 
the medical viewpoint. The Council report comprised 53 
pages of text with four pages of important bibliographic 
references, and tables indicating delinquency or criminal 
records of patients prior to addiction and representing sum- 
maries of changes in the laws and penalties for narcotic 
violations. The report was presented to the Board of Trustees 
at its November meeting in Seattle in 1956, and was further 
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referred to the House of Delegates at its meeting in June, 
1957. The report was referred to the Reference Committee 
on Hygiene, Public Health, and Industrial Health of the 
House of Delegates, which recommended approval of all rec- 
ommendations. These recommendations were adopted by the 
House of Delegates. Copies of the report are now available 
at the Council office in the A. M. A. headquarters. 


Third Annual Conference of Mental Health Representatives 
of State Medical Associations 


On Nov. 16 and 17, the Council sponsored its Third An- 
nual Conference of Mental Health Representatives of State 
Medical Associations to consider related problems in the field 
of mental health and illness. There were four discussion 
groups on: (1) Medical use of hypnosis; (2) alcoholic 
patient as a hospital and medical management problem; (38) 
benefits and problems encountered by general practitioner 
with use of newer tranquilizing drugs for patients with emo- 
tional illness; and (4) inpatient psychiatric care of children. 

The proceedings of the conference have been published 
and distributed to all state medical associations and other 
participating organizations. Copies of the proceedings are 
available at the headquarters office. Preparations are now 
under way for a Fourth Annual Conference scheduled for 
Nov. 22-23, 1957, at the Drake Hotel, Chicago. Topics for 
discussion at the conference are: (1) The Role of the Gen- 
eral Practitioner in Relation to the Specific Psychiatric Case; 
(2) Blue Cross-Blue Shield and Other Voluntary Health In- 
surance Plans for the Psychiatric Patient; (3) Relationship 
of the Psychiatrist in Private Practice to the General Hospital 
in His Community; and (4) Psychiatric and Related Mental 
Health Problems in Industry. 


Smith, Kline and French Project 


During 1957, the Council co-sponsored with Smith, Kline 
and French Laboratories an Intermeeting Television Seminar 
which was held on May 6, 1957, in Chicago. The seminar 
was entitled “The Physician and Emotional Disturbances,” 
and its purpose was to bring home more clearly to the gen- 
eral practitioner the kinds of mental and emotional problems 
that can most successfully be handled at office consultation 
level. Dr. Leo H. Bartemeier, Chairman of the Council, and 
a panel of outstanding psychiatrists and general practitioners 
carried out the seminar through a closed circuit hook-up 
simultaneously with the Kansas, Oklahoma, Louisiana, Flor- 
ida, and North Carolina medical associations, which were 
meeting at that time. At each of the state medical associ- 
ation meetings a moderator was set up to screen and direct 
the questions of physicians to the central panel members in 
Chicago. The seminar was extremely well received and 
future videoclinics are contemplated. 


Joint Commission on Mental Illness and Health, Inc. 


This commission, which was primarily sponsored by the 
A. M. A. in collaboration with the American Psychiatric 
Association, now includes other Commission members from 
35 national organizations active in the field of mental illness 
and health. It has now been actively under way with head- 
quarters offices in Cambridge, Mass., since January, 1956. 
Dr. Leo H. Bartemeier, Chairman of the Council on Mental 
Health, has from the beginning been chairman of the Com- 
mission’s Board of Trustees. Additionally, four other Council 
members are among the Commission’s membership, and Dr. 
Richard J. Plunkett, Secretary of the Council, is on part- 
time leave from the Council serving as Associate Director of 
the Commission’s activities. The Joint Commission now has 
10 field task forces in actual operation. These include a 
study of the schools and mental health, a study of psychi- 
atric and mental practices in mental institutions and profes- 
sional psychiatric community agencies, a study of non- 
psychiatric community agencies, a field study sampling sur- 
vey being carried out by the Research Center of the Uni- 
versity of Michigan, a task force on economics of mental ill- 
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ness, mental health manpower, resurvey of research facil- 
ities, review of rehabilitation and voluntary agency rehabili- 
tation methods, and a task force on the epidemiology and 
vital statistics concerned with mental illness and health in 
the United States with comparative data from other leading 
nations. The headquarters office has a central professional 
staff of 45 persons, and advisory professional personnel total- 
ing about 100 persons. 

It is expected that some of the earlier reports and recom- 
mendations will be released in the fall of 1958, and the dead- 
line for completion of other projects now under way is set 
for June 30, 1959. Additional task force studies have been 
planned and will be started as soon as the necessary funds 
become available. 


Liaison Activities 


During the past year the Council has continued to give 
supervisory advice and support to the Woman’s Auxiliary to 
the A. M. A. in the development of its program on mental 
health, and has worked in close liaison with other councils 
and committees at A. M. A. headquarters and organizations 
in the mental health field outside the Association. The 
Council has continued its active liaison with the American 
Nurses Association, the National League for Nursing, the 
American Association on Mental Deficiency, and the Amer- 
ican Bar Association, and to support strongly the work of 
the Joint Commission on Mental Illness and Health, Inc. 


Council on Rural Health 


Using as evidence the number of state rural health com- 
mittee reports and the amount of space devoted to these 
reports published in state medical association journals, the 
past year has been the most active and most effective year of 
state rural health committees since the beginning of the 
work of the Council on Rural Health in 1945. These state 
and local activities also reflect the increased activities on the 
part of the Council on Rural Health during the past year. 

The various state medical journals where state rural health 
committees are active have carried not only the routine 
reports of the committees but rather comprehensive explana- 
tions of the work and the philosophy of the committees in 
those states. The Iowa medical journal, for example, carried 
a lengthy article by the chairman of the rural health com- 
mittee giving the work, philosophy, and opportunities that 
individual physicians and all organized medicine have to 
help the rural people of Iowa. 

Such reports, plus first-hand observations and personal 
contacts with state association committees, indicate that the 
program now has been projected to local communities 
through county committees or individual activities in many 
of the states. 

This has been the ultimate goal of the Council on Rural 
Health since its beginning and likewise most of the commit- 
tees in the states. Florida started its work several years ago 
by making physician-speakers available to local groups and 
has continued to emphasize the need for reaching the local 
community while working with state organization leadership. 
North Carolina has recently reemphasized this philosophy. 
Ohio, California, Oregon, and several other states give special 
attention to reaching local community groups. There still is 
much work to be done in this regard, but the trend toward 
helping local groups now is definitely established and gaining 
momentum. 

The Council held its 1957 National Conference on Rural 
Health in Louisville, Ky., and lacked only a few registrants 
of equaling the record 1956 attendance at Portland. The 
program was unusually well presented and received and the 
number of rural community leaders in attendance was out- 
standing. The Kentucky State Medical Association had made 
this its number 1 objective and had obtained the cooperation 
of many organizations and agencies in Kentucky—making 
this our most successful national conference. 
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State rural health conferences adapted to the needs of 
individual states continue to be held in approximately one- 
half of the states. Iowa held its first conference in March, 
thus adding another state to this list of activities. 

Two regional conferences were held this year. The second 
one for the New England states was held at Concord, N. H. 
The first for the Rocky Mountain region was held at Logan, 
Utah. Attendance from each region was excellent, and this 
is proving a most effective method of reaching local physi- 
cians and farm leaders who are unable, because of. cir- 
cumstances, to go to the national conference. These regional 
conferences are held in areas where, for sound reasons, state 
conferences are not usually held. It is our hope that they 
will stimulate the holding of state conferences in some of 
these states. 

A number of states are now holding district or area con- 
ferences where either a medical district or several counties 
get together and develop a program. There the physicians 
and rural leaders meet together for a one-day conference. 
North Carolina does an outstanding job in this regard. This 
state and a number of states, such as Indiana, Ohio, and 
Nebraska, also hold county rural health conferences. This 
type of localized activity is the ultimate goal of the Council’s 
program. It believes that local farm leaders and the physi- 
cians of their community are best qualified to discuss and 
solve on a neighborly basis any problems of health and medi- 
cal care. Such meetings help to achieve this aim. This 
takes us as far away from any centralized situation at 
either the state or national level as is possible. It not only 
gives local lay people and physicians an opportunity to get 
acquainted and participate in the solution of their own 
problems but creates a consciousness of their responsibility 
in this. This shall continue to be our objective. In the com- 
ing year we are intensifying our efforts to interest all state 
rural health committees in a decentralization of their activi- 
ties to at least the county basis. 

During the past year one of the things that was most 
significant in increasing the effectiveness of the program 
of the Council was the national conference for rural health 
committee chairmen and members held at Purdue University 
on Oct. 19-20, 1956. Thirty-two states were represented by 
either the chairman, a member and/or a member of the 
executive staff of the state medical association. Two days 
were spent largely in round-table discussion. A set of definite 
suggestions for solution of the public relations and public 
contact problems within the states was the result. Most of 
the states have tried to implement the 10 points agreed upon. 

In Georgia and Alabama, for example, the committees, 
which had been somewhat inactive for several years, be- 
came quite active and immediately launched into a program 
of cooperation with all agricultural agencies with which the 
Council normally works. Most of the other states surveyed 
their situations to see how they measured up to the program 
suggested and stepped up their activities. Thus we feel that 
the Purdue conference was most productive in its effects 
throughout the United States. 

Three specific problems have been of paramount interest 
to the Council this year. These are not new in their entirety 
but they have been highlighted because of the situation 
across the United States in which each had its setting. 

1. A workable, effective health insurance program for 
rural people has had more attention throughout the country 
than any other single problem on which we have worked. 
Rural people have a special problem in regard to insurance 
and they are earnestly searching for a method of effectively 
coping with it. Rural people, being largely self-employed, 
have not yet found a satisfactory way to keep an insurable 
cross-section enrolled in any program. Moreover, they are 
prey to the unreliable, limited benefit programs that have 
an appeal because of the irresponsible type of advertising 
and sales programs. It is difficult to find an effective way 
to combat this. There is a tendency on the part of many 
rural people to exploit any insurance program and with- 
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draw from it when certain needed medical or surgical pro- 
cedures have been obtained. The American Farm Bureau 
Federation, the National Grange, and many local groups 
are working at the job of educating rural people as to what 
to look for in an insurance program and how to obtain the 
most from it. It not only has been one of our biggest prob- 
lems this year but it will continue to be for a number of 
years until a satisfactory method and sufficient education 
have been carried out. 

2. A more limited problem that sky-rocketed into the 
picture this year was that of the insecticide poisons. The 
great increase in use of the organic phosphate poisons in 
1956 made it imperative that the Council on Rural Health 
alert all state rural health committees and assist them in 
making contacts with officials of the land-grant colleges and 
other farm organizations so an effectively operated program 
of safety, timing and treatment could be carried out. Texas 
did an outstanding job in this work and at least two-thirds 
of the states have worked a similar program on a modified 
basis or taken some steps to alleviate the danger. The pro- 
gram in Texas was jointly developed under the leadership 
of the Texas State Medical Association with the cooperation 
of Texas A & M College, the state health department, the 
farm organizations and with assistance from the various 
farm organizations. 

3. The third problem that has come into prominence 
since World War II and has constituted one of our growing 
concerns during the past year was the movement of urban 
families into rural communities. These are not farm people 
but they are a part of the rural community. The movement 
is that of families of all economic levels seeking living space 
in the country, consisting of very small to moderate-sized 
tracts of land on which a home of meager to elaborate pro- 
portions is constructed. The problem of sewage and garbage 
disposal, water supply, and other factors of sanitation and 
even the entire community life are involved. This situation 
is growing so rapidly that it will become increasingly more 
important in a rural health program in the years ahead. 
The activity and interest of the Council during the past few 
years is merely the beginning of what must become a large 
program in which American medicine exercises leadership. 

Though physician placement is not a sole function of this 
Council, it is an activity of major interest and importance 
to us. The Council has been active in it for the past 12 years. 
In many states the rural health committee has responsibility 
for placements. The Council constantly works with rural peo- 
ple on matters of obtaining a physician. This was one of the 
chief problems that brought the Council on Rural Health 
into existence and, though the problem is not as acute now 
as it was then, it handles this work in its routine contacts 
with the states, since the chief need for new or additional 
physicians is in the rural areas. 

Many state medical associations have assigned the physi- 
cian placement to the committee on rural health, and in 
Texas the committee is known as the Committee on Rural 
Health and Doctor Distribution. In California, Georgia, Ala- 
bama, Missouri, and Pennsylvania the work is directly as- 
signed to the Committee on Rural Health. In others the com- 
mittee consults with rural groups and the work is handled 
by members of the executive staffs of the state medical 
associations. During the past year much attention was given 
to this work. 

In Indiana the Chairman of the Council assisted by ad- 
vising and guiding a rural community directly in obtaining 
a physician. All of this was done in cooperation with the state 
medical association. 

The woman’s auxiliaries in many states and the Woman’s 
Auxiliary of the American Medical Association have taken 
a particular interest and have been active in the field of 
rural health. They have rendered outstanding service from 
both a public service and a public relations point of view 
in many states. They are promoting the distribution of the 
“Family Health Record” booklets and the personal health 
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information cards which are discussed elsewhere in this 
report. They assist the state medical associations in the 
region, state, district, and county rural health meetings. 
In Indiana, for example, the county auxiliaries, under the 
leadership of the state woman’s auxiliary, are sponsoring 
county rural health conferences. Their work has been ex- 
cellent and invaluable. 

In at least five states—Pennsylvania, Mississippi, New 
York, Missouri and Nevada—the committees on rural health 
of the state medical associations have been working with 
outside groups, such as the land-grant college, in making 
studies of local health situations, supply and distribution of 
physicians, and related problems. In Pennsylvania a study 
was made of the reasons physicians gave for having settled 
in rural areas, enumerating some of the advantages that 
physicians sought there. In Mississippi there has been a 
continuing study of the age composition, as well as distribu- 
tion of physicians. In New York the study is on the over-all 
aspects of location of situations in which there is need. 
Missouri has made an extensive study of the problems of 
indigence in medical care in rural areas. A survey was made 
in Nevada of the availability of medical and allied personnel, 
health and hospital facilities, and related factors by the 
Agricultural Extension Service, University of Nevada. This 
study was formulated, developed, directed and supported 
by a special group of nine agencies and organizations set up 
and headed by the Committee on Rural Health, Nevada 
State Medical Association. 

Several years ago the Council adopted the practice of 
meeting with the governing bodies of the major farm groups 
in the United States. They meet with two of these each 
year. This year they met with the Committee on Extension 
Organization and Policy of the Association of Land-Grant 
Colleges and Universities and with the executive body of 
the National Grange. From the standpoint of getting better 
understanding, this is one of the important activities of the 
Council, since it brings these groups closer together in an 
atmosphere of constructive discussion and criticism. It is 
interesting to note that at the National Grange conference 
we were requested to prepare suggestions for local units of 
the Grange to use as discussions and study of health and 
medical care. These have been prepared and now are in the 
process of distribution to 10,000 units throughout the United 
States. 

The Council has established two new activities this year. 
Patterned after the farm magazine health column service 
operated for several years in Colorado and later in Iowa, 
Montana, and Wisconsin, the Council established a farm 
magazine health column service for 34 of the major farm 
publications in the United States. The aggregate distribution 
of the publications is over 20 million. Of course, not all of 
these are farm people but they are rural, village, or even 
large-town residents. The articles for this service are origin- 
ally prepared by physicians and are edited by a special 
writer, Robert Perkin of Denver, who has been on a consult- 
ant basis with the Colorado State Medical Society. They are 
distributed by the Council through the executive secretaries 
of the state medical associations. 

This has been a most gratifying experience. The farm 
magazines have invited the Executive Director to become 
a member of the American Association of Agricultural Edi- 
tors, thus giving the Council a close working relationship 
with the farm press. The philosophy. organization, and 
progress of the entire American Medical Association, as well 
as the activities of the state medical associations, are now 
better understood by this important segment of the American 
press. The Council is now welcomed to confer, suggest, and 
advise with the individual papers, and is looking forward to 
the expansion of the service somewhat during the coming 
year. It is done with very little capital outlay and provides 
the Council with an outlet for sound health information that 
has not heretofore been available. 
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The second of the new activities was the compilation and 
publication of a family health record book and a personal 
health information wallet card, carried out jointly with the 
Department of Public Relations. These publications are being 
made available to all types of groups throughout the United 
States and is not exclusively a rural activity. It is, however, 
one of the most appreciated services by rural people in 
which the Council has engaged. An unusually fine response 
has come from all types of rural groups in the matter. 

The health identification card was originally developed 
by the Council at the special request of the American Farm 
Bureau Federation. It is printing some of its supplies where 
the Council’s supplies are not sufficient to meet its needs. 
Recently the Department of Public Relations arranged to 
produce 1 million of these cards and thus the Council will 
be able to supply more of the Farm Bureau’s needs. The 
Department of Public Relations printed 1 million copies ot 
the health record booklets earlier this year. We think that 
rural groups will use 750,000 copies within the coming 
year. 

A new development in the rural picture has been a joint 
project known as Rural Development carried on by several 
governmental and state agencies and organizations. The 
purpose of this project is to overcome the low-income 
situation in major sections of the United States. Fifty-four 
experimental counties have been selected to date and sev- 
eral additional ones are under consideration. In this work 
the business and professional interests are invited to sit with 
agricultural leaders to discuss local opportunities for im- 
proving the incomes within the area. Industrial leaders, 
Chamber of Commerce representatives, agricultural pro- 
cessing groups, and others survey and discuss new oppor- 
tunities for economic improvement. In the entire picture 
there arises a need for health and medical care facilities. 
For this reason the Council is urging state and county med- 
ical societies to become interested in the project and partici- 
pate with these rural leaders. There is already evidence 
that the health facility planning, hospital and medical care 
will be done, and sometimes with some distortion, unless 
there is competent medical advice. This has been given 
much attention through the year and probably will be given 
more during the coming year. 

During the past year Dr. George F. Bond of Bat Cave, 
N. C., resigned from the Council to return to the Navy and 
the Board of Trustees appointed Dr. W. Wyan Washburn, 
formerly the chairman of the Committee on Rural Health 
in North Carolina, to succeed him. 

All members of the Council have been exceedingly active 
in their regions during the past year. The Executive Direc- 
tor and the Chairman of the Council have had more fre- 
quent conferences during the past year than was possible 
before and therefore more careful planning was done in 
the areas of need, both present and future, and problems 
of greatest concern in the rural picture. 

The Executive Director has visited 37 states during the 
past year, working with all agricultural groups that are 
available at the time of these visits. These local contacts are 
considered one of the most important activities of the Ex- 
ecutive Director, since it brings an American Medical As- 
sociation representative face to face with groups that have 
no other opportunity for contact with the A. M. A. The 
American Medical Association and the state medical asso- 
ciations have thus taken on the aspect of a more personal, 
interested group than has been the case heretofore. More- 
over, the Executive Director calls on the headquarters of 
state and national farm organizations, such as the Farm 
Bureau, Grange, American Association of Land-Grant Col- 
leges, and many other groups to confer with them on prob- 
lems that they see. These organizations have become ac- 
customed to calling on the Council for help and advice. 

In addition to regular routine duties, the Council office 
also (a) acts as an information source for various health 
services of organizations and agencies in rural areas; (b) 
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continues to maintain close working relationships with state 
medical societies and state committees handling rural health 
matters; (c) carries out assignments delegated by the Chair- 
man and members of the Council; (d) keeps current a 
roster of all state rural health committee members; (e) 
handles the preparation and distribution of national meeting 
preconference fliers, conference programs, and personalized 
invitations covering a mailing list of approximately 5,000 
names; (f) compiled and distributed approximately 3500 
digests of the last national conference; (g) handled mis- 
cellaneous mailings of specialized material of particular in- 
terest to rural people; (h) mimeographed and mailed three 
issues of the Parade of Progress newsletter to a mailing list 
of approximately 600; (i) mimeographed and mailed 10 
issues in the series of monthly farm magazine articles, special 
reports covering field activities, etc.; and (j) arranged for 
one advisory, one executive and two Council meetings. 

The Council feels that this has been its most effective and 
successful year. It expresses its sincere appreciation to the 
House of Delegates, the elected officers, the Board of Trus- 
tees, and the executive officers for the support and encour- 
agement each has given. We are also appreciative of the 
help given by all other divisions of the American Medical 
Association. 


Division of Councils of Therapy and Research 


The Division consists of the Council on Drugs, Council on 
Foods and Nutrition, Council on Medical Physics, Commit- 
tee on Research, Committee on Pesticides, Committee on 
Toxicology, Committee on Cosmetics, Bureau of Investiga- 
tion, and the A. M. A. Chemical Laboratory. 

Since the seal-acceptance programs of the American Medi- 
cal Association were discontinued as of Feb. 15, 1955, con- 
siderable time has been spent in modifying and improving 
new programs of operation for the various departments with- 
in the Division, primarily with the view of providing a better 
informational service on scientific matters to the medical pro- 
fession. The greatly increased activities of the Council on 
Drugs and the Council on Foods and Nutrition have been 
particularly noteworthy in this regard, and it is much more 
apparent than in the previous year, which immediately fol- 
lowed discontinuance of the seal-acceptance programs. 

A considerable amount of scientific material has been pub- 
lished during the past year under the sponsorship of the 
various departments within the Division. The editorial sec- 
tion of the Division has continued to review this material for 
accuracy of grammar and uniformity of style prior to pub- 
lication. 

Numerous inquiries of a general or specific nature which 
pertain primarily to drug therapy or research were received 
by the Director of the Division or referred to him by other 
departments within the American Medical Association. Not 
infrequently it is difficult to give a categorical answer, but 
every effort has been made to provide as informative a reply 
as possible. It is perhaps worthy of note that some physicians 
who apparently expected to be referred to some other agency 
expressed surprise at finding that the American Medical As- 
sociation does render such service. 

The Director of the Division also serves as Chairman of 
the A. M. A. Advertising Committee. In the latter capacity 
he has assumed the responsibility of screening proposed ad- 
vertising copy for A. M. A. publications in order to insure 
compliance with the A. M. A. principles governing advertis- 
ing and to maintain as high standards as are reasonable and 
practicable. Every effort has been made during the past year 
to continue the policy of being as fair and consistent as pos- 
sible in handling the many problems which arise in con- 
nection with advertising in this highly competitive field. 


Council on Drugs 


This report covers the activities of the Council on Drugs 
for the annual period from July 1, 1956, to June 30, 1957. 
Its activities were comprised chiefly of scientific and adminis- 
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trative operations essential to the maintenance of its regular 
program for the evaluation of drugs. The Council also con- 
sidered a variety of special reports on therapy as well as 
specifically assigned projects undertaken in collaboration 
with other councils of the Association. 

Early in the period covered by this report, the Council 
voted to extend and revise its policy for cumulative listing 
of commercial names of drugs so as to include them in the 
text of published supplemental statements and reports, as 
well as in conjunction with monographs on new drugs. Ap- 
propriate notice of a change in operation to institute this 
extension of policy was published in THe JourNaAL of the 
American Medical Association for Nov. 3, 1956. 

The annual meeting of the Council was‘held at the Palmer 
House in Chicago on Noy. 2 and 3, 1956. Dr. Torald Soll- 
mann, Chairman, and Dr. James P. Leake, Vice Chairman, 
were reelected to these respective offices by unanimous vote 
of the Council. The Council received annual reports pre- 
sented by the respective secretaries of its Committees on 
Pesticides, Research, and Toxicology. The annual reports of 
these Council committees for the current period are sepa- 
rately presented in conjunction with this annual report. At 
its annual meeting the Council also was informed of the 
progress and operational aspects of the program for evalua- 
tion of individual drugs and of the project for sponsoring 
publication of reviews by outside experts on the current 
status of therapy in various diseases. A summary of these 
Council operations appears in the last portion of this report. 

Several transactions at its annual meeting were of special 
importance to the future work of the Council. Of particular 
significance was the decision to change its name from the 
Council on Pharmacy and Chemistry to the Council on 
Drugs, subject to approval by the Board of Trustees, and to 
alter the title of its well-known annual publication, New and 
Nonofficial Remedies to New and Nonofficial Drugs. These 
changes were considered necessary to reflect more clearly 
the Council’s previously instituted program for evaluation of 
drugs. By authorization of the Board of Trustees, both 
changes were simultaneously announced and editorialized in 
THe JourNa for Feb. 23, 1957. The Council also voted to 
expand the table of contents of the forthcoming 1958 edition 
of New and Nonofficial Drugs to include page references to 
subsection as well as chapter titles, in order to make such clas- 
sified information more accessible. It was further voted to re- 
instate the capitalized version of the abbreviation for gram 
(Gm.) which is used for the official publications, Pharma- 
copeia of the United States (U.S. P.) and the National For- 
mulary (N. F.), and to encourage this form in writing pre- 
scriptions so as to avoid possible confusion between gm. and 
the abbreviation for grain (gr.). Available sales figures for 
current editions of the Council's other book publications, 
Epitome of the U. S. P. and N. F., Fundamentals of Anes- 
thesia, and Glandular Physiology and Therapy, suggested 
that this factor should be considered before planning the 
future editions of the two latter publications. 

During its annual meeting the Council adopted a resolu- 
tion for presentation at memorial services for the late Dr. 
Anton Julius Carlson, in recognition of his membership on 
the Council trom 1926 to 1931 and his lifelong devotion to 
high scientific ideals. 

The Council discussed at its meeting various aspects of 
its cooperation with manufacturers in the early selection of 
suitable nonproprietary names for drugs, and the transmis- 
sion of drug terminology for consideration by other responsi- 
ble outside agencies. The possibility of closer liaison with the 
U. S. P., explored last year, was referred for further con- 
sideration to the U. S. P. director of revision. A suggestion 
for increasing the Council's cooperation with the World 
Health Organization (WHO) and the British Pharmacopeia 
Commission (BPC) was referred to the Secretary of the 
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Following the annual meeting, the Council considered 
and instituted a procedure proposed by the Secretary for 
transmitting all nonproprietary names negotiated with do- 
mestic commercial sources to the U. S. P., WHO, and BPC, 
and in the case of biologics and addicting drugs also to the 
National Institutes of Health of the U. S. Public Health 
Service, so as to allow these agencies a limited period of 
approximately three weeks in which to forward objections 
before Council adoption of drug terminology is considered 
final. The time limit was considered essential to avoid delay 
in the publication of Council statements on new drugs and 
to meet the desire of American manufacturers for early 
nomenclature decisions prior to printing of labels. 

By action of the Board of Trustees on the names of candi- 
dates selected and submitted by the Council to fill the ex- 
piring terms of office of three of its members, Dr. Henry K. 
Beecher, Dr. E. M. k. Geiling, and Dr. E. M. Nelson were 
invited and accepted reappointment to serve on the Council 
for additional five-year terms through 1961. By similar 
means, Dr. F. A. Simeone of Cleveland was invited and ac- 
cepted appointment to membership on the Council to fill the 
unexpired term of office, extending through 1959, created by 
the resignation of Dr. Harry Eagle. 

In accordance with a resolution adopted by the A. M. A. 
House of Delegates at the Seattle Clinical Meeting in No- 
vember, 1956, the Council on Drugs and the Council on Foods 
and Nutrition were directed to conduct a joint study of all 
presently available information concerning the fluoridation 
ot public water supplies and that a documented report of 
the findings, together with any recommendation arising 
trom these findings, be presented to the House of Delegates 
at its meeting in Philadelphia in December, 1957. The Trus- 
tees directed that this report be submitted to the Board at 
its meeting in September, 1957. The Chairman of the Coun- 
cils subsequently appointed two members from each to 
serve as a joint committee for consideration of a separate 
report to be prepared on this subject. 

During the latter part of this report period, the Council 
was requested to consider a proposal, also submitted to the 
Council on Industrial Health, to “standardize” the use of 
tetanus antitoxin with a view to minimizing the medicolegal 
hazards of its use or nonuse, and to encourage universal 
active immunization with tetanus toxoid as a means to avoid 
the use of antitoxin in cases of injury. A consensus of mem- 
bers of the Council felt that it should not undertake to 
“standardize” any particular therapy because this would 
violate the principle of individuality in treatment. The Coun- 
cil, however, concurred with the view that wider active 
immunization with tetanus toxoid should be encouraged and 
expressed a desire to explore sponsorship of a brief report 
on the subject of tetanus immunization (to include the use 
of antitoxin ) to be prepared by an outside authority with ex- 
tensive experience in this field. 

Over the period reported, the Council completed the eval- 
uation of available scientific evidence supplied by cooperat- 
ing commercial outlets for 46 drugs, 6 additional salts or 
esters, 6 new clinical uses and 6 additional routes of admin- 
istration not previously described in the Council's column in 
THe JOURNAL or in its annual publication. As of the end of 
the current period, evaluation of evidence was in progress 
but not completed for 24 additional drugs, one additional 
ester, one additional use and one additional route of admin- 
istration. During the year, the Council published in its col- 
umn in THE JOURNAL a total of 48 new monographs on 
drugs (including additional salts and esters) and 15 supple- 
mental statements on new uses or routes of administration of 
previously evalutated drugs. A total of 42 new monographs 
were added to the 1957 edition of New and Nonofficial 
Remedies, in addition to revision of existing monographs on 
the basis of evaluated new uses and routes of administration. 
A few of the monographs published during the year were 
for older drugs which the Council was unable to describe 
under its former procedure, but for which it was considered 
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desirable to provide information under its current program. 
The Council also authorized a reorganization of contents 
and retitling of chapters for the forthcoming 1958 edition ot 
New and Nonofficial Drugs so as to bring about an improved 
classification of the drugs described in the book. 

During the report period and through the cooperation 
of the drug industry, the Council adopted a total of 30 non- 
proprietary names for drugs not under evaluation at the time 
the terminology was proposed. Advance consideration of 
such terminology permits subsequent evaluation and de- 
scription of drugs without debate on their nomenclature and 
encourages the early use of convenient nonproprietary names 
in the medical literature. 

In addition to evaluation of evidence and publication of 
monographs and statements on commercially available indi- 
vidual drugs, the Council published six special reviews au- 
thored by outside experts on the current status of therapy in 
coronary artery disease, congestive heart failure, hyperten- 
sion, the pneumonias, syphilis, and tuberculosis. The Council 
also sponsored one authored report on antibiotic mixtures, 
two reports by its Committee on Toxicology, and one report 
of its Committee on pesticides. The Council collaborated 
with the Council on Foods and Nutrition in sponsoring tor 
early publication a joint report on flavonoids. 

During the vear the Council headquarters staff continued 
to provide direct replies to numerous outside inquiries con- 
cerning drugs and drug therapy, as well as requests for in- 
formation in this field from other councils, committees and 
departments of the Association. The Secretary presented a 
paper on Council evaluation of recent drugs at the annual 
meeting of the American Society of Hospital Pharmacists of 
the American Pharmaceutical Association in New York City 
on April 29, 1957. The Secretary also attended several scien- 
tific conferences and meetings of importance to the work of 
the Council. 


Council on Foods and Nutrition 


This 1957 report of the Council on Foods and Nutrition 
covers a period that saw an expansion of the Council's new 
nutrition education program. The Council sponsored two 
symposiums, published 16 articles in THe JouRNAL, and re- 
viewed 79 institutional advertisements and 7 special educa- 
tion materials. A great many cooperative programs were 
initiated, and the Council enjoved an expanded influence on 
public health. 

The program of the Council on Foods and Nutrition is 
designed to assist in the attainment and maintenance of ; 
high level of nutritional health in the nation, This eaten 
is being carried out primarily through the medical profes- 
sion. 

One of the continuous programs of the Council is to 
present to the readers of THe JOURNAL articles of current 
interest designed to summarize and interpret present knowl- 
edge or to point out the need for additional information in 
the area of nutrition in medicine. These articles are written 
by various authors who are selected by the Council. Before 
publication the manuscripts are critically reviewed for sci- 
entific accuracy by the Council. The articles emanating from 
the Council-sponsored symposiums (to be mentioned later ) 
and those that represent a particular series are made avail- 
able as monographs after publication. Reprints of all articles 
are made available and the large numbers of requests for 
them, to both the author and the Council office. is an indica- 
ton of the effectiveness of this part of the Council's expanded 
education program. 

Sixteen articles were prepared at the request of the Coun- 
cil and have appeared in THe JourNnat of the American 
Medical Association. During the period covered by this 
report 10 more manuscripts have been sent to the Editor, 12 
have been received and are being processed tor publication 
in the near future. and 23 additional articles are being writ- 
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ten. A series of 12 articles on nutrition is being prepared for 
publication in Today's Health under the cosponsorship of 
the Council and the Bureau of Health Education. 

A special report on low-sodium milk was issued by the 
Council (J. A. M. A., March 2, 1957). Although it was 
based on a limited number of samples, the results were sig- 
nificant enough to call attention to the fact that the proce- 
dure used to remove the sodium from the milk also reduced 
the amounts of certain important vitamins. This article has 
proved popular and has been reprinted by several of the 
concerns producing low-sodium fresh milk. It was also pre- 
sented before a meeting of the Food and Nutrition Board 
of the National Research Council. 

During the course of the year the Council completed its 
consideration of a statement on vitamin and mineral supple- 
ments. The preparation of this statement was undertaken at 
the request of the Association’s Advertising Committee, and 
it is anticipated that the statement will be published in THe 
JouRNAL in the near future. The need for an authoritative 
opinion on the subject is quite evident when one considers 
the enormous number of such preparations and the extent 
to which the medical profession and the public are being 
currently bombarded by them. The Council anticipates that 
the publication of its opinion will help exert a stabilizing in- 
fluence on the promotion and formulation of this type of 
product. 

The Council published two special booklets during the 
vear: “Statements and Decisions of the Council on Foods 
and Nutrition of the American Medical Association” and a 
revised edition of “Your Guide to the Council on Foods and 
Nutrition.” The latter presents the objectives and activities 
of the Council, together with a picture and short biograph- 
ical sketch of each Council member. “Statements and Deci- 
sions” was designed to present, in concise style, the accu- 
mulated opinions of the Council concerning the labeling and 
promotion of foods as well as the proper use of certain terms 
and claims in advertising. Of particular interest to physicians 
and health authorities is a compilation of the Council's state- 
ments on public health nutrition. The booklet is in loose-leaf 
form to permit the easy insertion of additional statements 
(such as the statement on low-sodium milk) without the 
necessity of completely reprinting the booklet. 


Symposiums 


On March 15, 1957, the Council on Foods and Nutrition 
in conjunction with the Tulane University School of Med- 
icine, Louisiana State University School of Medicine, New 
Orleans Graduate Medical Assembly, and the Orleans Parish 
Medical Society sponsored its annual symposium at New 
Orleans on “Fats in Human Nutrition, with Particular At- 
tention to Fats, Cholesterol, and Atherosclerosis.” The papers 
presented at this symposium appeared in the Aug. 24, 1957, 
issue of THE JourNAL. The panel discussion will be repro- 
duced, together with the published articles, in a special 
monograph. 

An important announcement emanated trom the sympo- 
sium: Drs. Hartroft and Thomas of Washington University 
Medical School, St. Louis, announced that for the first time 
myocardial infarcts had been produced experimentally in the 
rat. 

The participants in the symposium concluded that, even 
though dietary fat intake was implicated in some manner in 
the etiology of coronary atherosclerosis, at the present time 
there is insufficient information available to justify any major 
changes in the general American diet. It was pointed out that 
much more intormation will be required before any general 
pronouncement can be made. 

The symposium served an important function in clarifying 
the thinking of the food industry on the relationship of tats 
to atherosclerosis. 

The Council received excellent cooperation trom the Pub- 
lic Relations Department in presymposium announcements 
and in news coverage during and after the meeting. As a 
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result of the symposium, members of the Council and of the 
Council office were called upon to represent the Association 
at a number of meetings concerned with diet and heart 
disease. 

A second symposium was conducted during the year. This 
symposium, entitled “Diet as a Preventive and Therapeutic 
Tool for the Doctor,” took the form of a question-and-answer 
exhibit in the Scientific Exhibit of the A. M. A. Annual Meet- 
ing in June at New York City. It was cosponsored by the 
Nutrition Foundation, Inc., New York City (further reference 
to cooperation with the foundation will be made later). The 
22 topics presented for discussion were grouped in daily 
themes as follows: Diet and Reproduction, Diet in Cardio- 
vascular Renal Disease, Diet in Other Problems of Internal 
Medicine, Diet in Pediatrics, and Weight Reduction. At the 
invitation of the Council, outstanding authorities took part 
in the symposium. The enthusiasm of both the speakers and 
the audiences was such that the Council was requested to 
make the question-and-answer symposium an annual feature 
at the Annual Meeting of the A. M. A. 


Exhibits 


The Council showed a new physical exhibit prepared 
especially for the New York meeting, in cooperation with the 
Bureau of Exhibits. The exhibit, entitled “Foods as Oral 
Electrolytes in Replacement Therapy,” formed the core of 
a new feature at the Scientific Exhibit section—a Food and 
Nutrition Exhibit Symposium. This exhibit was shown again 
by request at the seventh American Congress on Maternal 
Care in Chicago, following the New York A. M. A. meeting. 

Other exhibit activities included the exhibition of “You 
Can Reduce” at the New York State Home Economics Asso- 
ciation meeting in Albany and a showing of the same ex- 
hibit at the meeting of the Association of American Women 
in Radio and Television in St. Louis. This type of education 
activity is being expanded, with plans to exhibit at least at 
six medical and allied professional meetings each year. A 
number of existing exhibits are being renovated and revised 
in order to make them more useful and informative. 


Cooperation with Nutrition Foundation, Inc. 


An important feature of the new program of the Council 
on Foods and Nutrition is a cooperative project in nutrition 
education with the Nutrition Foundation, Inc., of New 
York City. This project is in the form of financial assistance 
and cooperation in certain phases of program planning. The 
Nutrition Foundation sponsors the Joseph Goldberger Award 
in Clinical Nutrition that is presented by the Board of 
Trustees of the A. M. A. in cooperation with the Council. 
The Goldberger Award for 1957 (a gold medal and $1,000) 
was presented to Dr. Paul Gyorgy of Philadelphia for his 
outstanding achievements in the field of vitamin chemistry 
and infant nutrition. For the first time, the Goldberger 
Award was presented at the Opening Meeting of the House 
of Delegates. Later in the week Dr. Gyorgy delivered the 
Goldberger Lecture before the Section on Pediatrics, and a 
special plaque was presented to him at this time. The Gold- 
berger Award and Lecture will be special features at future 
Annual Meetings of the A. M. A. 

As mentioned previously, the Nutrition Foundation co- 
operated in co-sponsoring the question-and-answer exhibit at 
the New York meeting. A third project, co-sponsored by the 
Foundation, is the publication in THe JourNAL of articles on 
particular phases of nutrition education. 


Joint Committee on Fluoridation 


In accordance with a resolution adopted by the A. M. A. 
House of Delegates at the Seattle Clinical Meeting in No- 
vember 1956, the Council on Drugs and the Council on 
Foods and Nutrition were directed to conduct a joint study 
of all presently available information concerning the fluori- 
dation of public water supplies. 
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Review of Educational Materials 


Educational advertising concerning the nutritional and 
physiological values of foods without reference to specific 
brands, processors, or distributors continues to be reviewed 
by the Council on request. When such material has been 
examined and found to be consistent with current authori- 
tative medical opinion, a statement may be used indicating 
this fact. 

More than 100 institutional advertisements, books, and 
booklets were reviewed by the Council for scientific accuracy 
during the year. These materials were voluntarily submitted 
principally by the American Meat Institute, the American 
Bakers Association, and the National Dairy Council and were 
prepared primarily for use in medical journals or for dis- 
tribution to the medical profession. 

A large number of manuscripts and similar material was 
informally reviewed by the Council office or by individual 
consultants of the Council. The Council office was pleased 
to review seven manuscripts for the Editor of Today’s 
Health, as well as several that were referred by the Public 
Relations Department. 


Other Cooperative Programs 


The Council is currently engaged in a number of coopera- 
tive programs with other agencies. These include a joint pro- 
gram with the Public Health Service, the American Heart 
Association, the American Dietetic Association, and the 
Nutrition Foundation to produce a series of booklets on 
sodium-restricted diets that will combine or supplant the 
several outstanding diet booklets on this subject. 

The Council has undertaken a joint project with the 
American Dietetic Association to study bland and_ low- 
residue diets to determine if many of the diets currently 
in vogue can be combined and to make further study of 
certain foods to determine why they apparently are irritants 
or gas-promoting. 

The Council office and/or members of the Council act in 
a liaison capacity with a number of organizations including 
the American Pediatric Society, American Academy of Pedi- 
atrics, Food and Nutrition Board of the National Research 
Council, Interdepartmental Committee on Nutrition for 
National Defense, National Health Council (Conference 
on Overweight), and the Conference in Nutrition Education 
conducted by the Department of Agriculture. 

This year the Council instituted a new activity in the 
field of nutrition information. In cooperation with the Nutri- 
tion Committee of the Illinois State Medical Society, the 
Council sponsored an address by Dr. Robert Olson at its 
annual meeting. Dr. Olson, professor and head of the depart- 
ment of nutrition of the University of Pittsburgh Graduate 
School of Public Health, presented one of the key addresses 
at the meeting. The purpose of sponsoring speakers for such 
meetings is to stimulate an interest in clinical nutrition and 
to encourage the program of the other groups interested in 
nutrition, 

The Council, in cooperation with the U. S. Public Health 
Service, supported a research program at Vanderbilt Uni- 
versity, division of nutrition, School of Medicine, to study 
the folic acid and pyridoxine content of high-cost adequate, 
low-cost adequate, and poor diets. The project is under the 
supervision of Dr. William J. Darby. The results of this study 
(to be published in the near future) indicate that in diets 
considered as adequate (in other respects) about 0.2 mg. of 
folic acid and 2.5 mg. of vitamin B, are supplied per day. 
The nutritionally poor dicts contained about one-third and 
one-half these amounts respectively. This work was carried 
out to obtain information needed in the preparation of the 
statement on multivitamins mentioned earlier. 

The Council office has increased its cooperation with the 
Queries and Minor Notes section of THe JouRNAL. The 
editor of this section is now routinely sending all inquiries 
dealing with foods and nutrition to the Council office. Those 
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that cannot be answered directly by the office staff are 
referred to Council members having a special knowledge in 
the area involved. 

Questions concerning food and nutrition that appear in 
Dr. William Bolton’s section of Today’s Health, entitled 
“That's a Good Question,” are also routinely sent to the 
Council office for review before being published. 

Plans have been made by the Council and the Bureau of 
Investigation for a film on food fads and fallacies. The 
Public Relations Department is assisting on the film which 
should be released in mid-autumn. 


Other Activities 


In his first year of office the Secretary was invited to take 
part in a number of programs as a representative of the 
Council. These included addresses before a Diet and Nutri- 
tion Forum of the Virginia Council on Health, Richmond, 
Va.; The Food, Drug and Cosmetics Section of the New 
York Bar Association; Food Technology Symposium, Fed- 
eration of Biological Sciences; Annual Meeting of the 
National Live Stock and Meat Board; Syracuse University 
Nutrition Workshop; a Seminar of the American Meat Insti- 
tute; TV Nutrition Workship; Chicago Nutrition Society: 
and a radio program, “Agriculture U. S. A.,” WGN. 

A number of articles were written by the Secretary and 
staff members of the Council office. These included: 

1. The Program of the Council on Foods and —n of the 
A. M. A., New York State Bar Association, Food, Drug, and Cosmetics 
“Drug Quarterly” 1957. Philip L. White, 


Se.D. 
2. Fats in the Diet (Good Health)—This Week Magazine. Philip L. 
WwW hite, S Se 


Retlonel Trends in Nutrition, Virginia Health Council, Philip L. 
White, Dd. 

4. nse and About Diets, Women’s Club Magazine. 
White, 

pGomments the article “Fats in Food,’’ Food Processing. Philip 

6. “Nutrition for Home makers,”” Mrs. Laurie M. Leigh 

7. Effect of Feeding on Atherogenic Diet on Magnesium Require- 
ment, J. J. Vitale, P. L. White, M. Nakamura and D. M. Hegsted. 
Federation Proceedings 

8. “Weight Control Shouldn’t Wait!’ National Business Womans 
Magazine. Miss Mary Jane Kibler 

For the A. M. A. employees, the Council office maintains a 
bulletin board that presents information on nutrition, foods, 
meal planning and service and food purchasing. 

A greater awareness of the importance of nutrition in the 
practice of medicine has been evidenced by the publication 
in THe JourNat of several editorials on various aspects of 
the subject. Special mention was made of the Council's ex- 
hibit symposium at the June, 1957, meeting of the Associ- 
ation in the write-up of the scientific programs appearing in 
THe JOURNAL (June 29, 1957, page 982). 


Organization 


At its meeting in New Orleans in March, 1957, held in 
conjunction with the symposium on fats and atherosclerosis, 
the Council reelected Dr. Charles $. Davidson as its Chair- 
man and Dr. John B. Youmans as its Vice Chairman. Dr. 
Robert Jackson and Dr. George Cowgill were reappointed to 
another term as members of the Council. 


Council on Medical Physics 


During and following the Council's organizational meeting 
in June, 1956, it developed a program which would serve as 
a starting point for its operations. The purpose of the Coun- 
cil on Medical Physics is to encourage an understanding of 
the actions and rational uses of apparatus and physical 
methods employed in the diagnosis, treatment, and preven- 
tion of disease. Since the actions of physical methods and 
apparatus used in medicine are explained in terms of the 
sciences of physics, biophysics, and medicine, the Council 
was named the Council on Medical Physics. In pursuit of its 
stated purpose, the Council program consists of the evalu- 
ation of classes of apparatus and physical methods, the 
encouragement of research, and the performance of such 
other services within its purview as may be assigned by the 
Board of Trustees or decided upon by the Council itself. 
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Approximately 350 items of reprinted matter were dis- 
tributed from the Council office during the year. These 
covered such diverse fields as artificial respiration, thera- 
peutic uses of ultrasonic energy, illegal operation of di- 
uthermy apparatus, and the use of electrical currents for 
muscle stimulation. The Council sponsored the preparation 
of and distributed approximately 7,000 pocket-sized instruc- 
tion cards on the use of the back-pressure arm-lift method 
of artificial respiration. 

In connection with the Federal Communications Com- 
mission hearings on the allocation of frequency bands above 
890 megacycles, the Council petitioned the Commission to 
retain those frequencies that had previously been assigned 
to industrial, scientific and medical use. One of these fre- 
quencies, 2,450 megacycles, is presently used by microwave 
diathermy apparatus. Preliminary research has shown that 
another frequency, 915 megacycles. may prove also to have 
usefulness as a source of medical microwave diathermy. 

The Council has initiated the following projects: an evalu- 
ation of strontium-90 (beta) ophthalmic applicators; a 
symposium on the mouth-to-mouth method of artificial res- 
piration which will present the technique of application and 
the scientific evidence in support of the efficacy of this 
recently popularized method of artificial respiration; an 
evaluation of the principles and practice of mechanical 
resuscitation; an evaluation of oxygen therapy apparatus; 
an evaluation of electronic resuscitation; an evaluation of 
negative ion therapy apparatus; an evaluation of cardiac ar- 
rest and defibrillation apparatus; and the preparation of an 
exhibit on emergency artificial respiration. 

The Board of Trustees reterred that portion of the Novem- 
ber, 1956, House of Delegates Supplementary Report D call- 
ing for a continuing study of radiation protection, and the 
June, 1957, House of Delegates resolution 18 on the Atomic 
Energy Act of 1954 to the Council on Medical Physics for 
consideration and report. The collection of data necessary for 
study of these programs is under way. At its June, 1957, 
meeting, the Board of Trustees voted to request the Council 
on Medical Physics to consider the establishment of a special 
committee on atomic medicine. At the present time these 
matters are under study by the Council which will report 
on them as soon as possible. 


Committee on Research 


The Committee on Research has stressed the revitalization 
of all of its activities during the past vear. It sponsored a re- 
analysis of its extensive steroid-hormone-mammary cancer 
study in the hope that the data will be reported in the near 
future, It authorized the reorganization of its diabetes and 
pregnancy wastage study in an effort to answer questions 
concerning the efficacy of steroids and hormones in the 
treatment of diabetes complicated by pregnancy. It ap- 
proved the formation of a Subcommittee on Publications 
whose primary purpose will be to solicit original articles, 
abstracts, and reviews dealing with advances in research in 
the basic medical sciences. The Committee reaffirmed 
stand favoring the establishment of a permanent organiza- 
tion which will award grants to medical schools for the 
purpose of stimulating research in the basic medical sciences. 


Cooperative Investigation 


The Committee on Research is authorized to undertake 
collaborative investigations in problems of interest to the 
profession in which no single investigator has a_ large 
enough series of cases to publish on the subject. The Com- 
mittee will bring a group of experts together to counsel on 
a plan tor study and for the development of criteria to be 
used in this undertaking. Data will then be assembled from 
the sources on uniform, standardized report torms subjected 
to statistical evaluation, and used as a basis for a report in 
THe JourNnat for the benefit of the profession. 
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Steroids and Hormones in Mammary Cancer: The Sab- 

ommittee on Sternids and Hormones, as constituted. was 
dissolved during the past year and the work of its Cancer 
Study Growp was taken over by a newly formed Sabcommit- 
tee on Breast and Genital Cancer. This subcommittee has 
mdertaken a reanalysis of the case reports which were ac- 
symulaterd by the Cancer Study Gromp. A research fellow 


heen obhtamer he - nd com lete the« 


when the final report on the pace xt ste roids and hormones 
mn the ft inorma will be prep wed. 
Mellitus by Pregnancy: The Study 
Crow Intertilt Pregnar« W astag Vas anot ished 
during the past year and was reconstit ited as the Subcom- 
mittee on Diahetes and Pregnancy Wastage. The Cormmittee 
on Research has approved a « hange personnel for the 
group and the continuation of this study for a period 
least two years. The Subcommittee imtends to concentrate 


on a series of 200 to WO cases of diahetic. pregnant women 


treated with steroids and hormones and to compare them 
with a similar-sized group not treated with these substances. 
It is hoped that this study may answer a number of ques- 
tions regarding the value of steroid hormone therapy in di- 
abetic, pregnant women and open new areas f investigation 
in the physiology of pregnancy, the cause and treatment of 
diahetes neonatal mortality, and relate d pr yblen 


Registry of Blood Dyscrasias: The Reaistry on Blood 
Dysctrasias got under way during the past year and to date 
250) reports of blood dyscrasias have been received from 75 
collaborating physicians, involving the possible association 
with 175 drugs or chemical substances. The Subcommittee 
on Blood Dyscrasias has distributed several “alert letters” to 
the collaborators bringing to their attention instances in 
which drugs were considered the possible etiological agent 
of blood dyscrasias. The reports to the Registry are being 
processed, and it is expected that summary tables will be 
prepared soon for distribution to the collaborating physicians. 

Registry of Adverse Reactions: Some progress has been 
made during the year concerning this proposed function 
through discussion with representatives of the pharmaceu- 
tical industry and the responsible governmental agency. It is 
anticipated that additional conferences will be held to survey 
the problern and to develop a plan for an adequate system 
of reporting the untoward effects of therapeutic agents. 


Educational and Informationai Projects 


The Committee on Research authorized the formation 
of a Subcommittee on Publications which will solicit a series 
of original articles, abstracts, and reviews dealing with ad- 
vances in research in the basic medical sciences. The pro- 
ceedings of the conference on “Comparison of the Biological 
Properties of Steroids and Hormones,” held under the 
auspices of the former Subcommittee on Steroids and Hor- 
mones, were transcribed and reproduced for distribution 
during the year to participating physicians, scientists, the 
pharmaceutical industry, and the libraries of all medical 
schools. Since the Registry on Blood Dyscrasias is still in 
the “pilot stage,” its material has been distributed only to 
the physicians participating in the plan. It is hoped that in 
time wider distribution might be given to the “alert letters” 
or the “summary tables” prepared by the Subcommittee on 
Blood Dyscrasias. 

Grants-in-Aid 


The Board of Trustees generously made up a part of the 
funds which had been lost to the Subcommittee on Grants- 
in-Aid from the curtailment of monies from an outside 
source. As reported last year, there has been a continued 
increase of interest in this A. M. A. project. Since more 
applications were received during this year than ever before, 
the request for funds exceeded the amount appropriated by 
the Board by more than 60%. 
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The Subcommittee on Grants-in-Aid made awards. total- 
ing approximately $24.000, to 74 applicants from among the 
$6 applications received during the pust vear. Fifty-one 
nedical schools were the recipients of assistance for research 
orojects from among a group of 34 imstitutions receiving 
grants. The subeommiuttee’s records reveal that tl research 


sroiects. which had received grants prior to this 


12-month 
period, were the subject of articles published In stentiic 
penodicais 
Committee on Pesticides 
his i the eighth annual report t the Committee on 
Pesticides. During the past veur the foll 
engaged in by the Cor mittee in turtherance of its study 
program on the healt h b hazards a Destic ides. 
Educational Activities: The series of Committee reports 


reviewing medical and public health aspects of pe sticidal 


Wing activities were 


hemicals has been extended to 22 with the recent puduca- 


tion m THE fourna of the report of the study of effects 
* 


Meeting: “The held its annual meeting 
n Marc h 20. 1957. at the headquarters of the American 
Medical pic ae Current pri blems affecting the use of 
:gricultural chemicals and pesticides used in the home were 
discussed. Certain of the more important topics considered 
and actions taken by the Committee are set forth. 

Protection of animals, as well as plants, against insects bv 


means of chemicals that are absorbed and _ translocated 
throughout the plant or animal making the host toxic or 
repellent to attacking pests was emphasized pesticide 
development of growing importance. The propriety of using 
systemic insect repellents to protect humans against mos- 
quito attacks and insecticides in saltlicks to protect animals 
against insects was questioned by the Committee. It was 
agreed that a safe and effective method of internal pro- 
tection against biting and other annoying insects has not 
been satisfactorily developed. 

Although two organic phosphorus compounds are now 
commercially available as systemic plant protectants, toxi- 
cology considerations preclude their use for food crops « 
forage crops for livestock. It was concluded that while 
systemic insecticides offer a new approach, there appears to 
be no prospect that general control of insects will be prac- 
tical or widespread in the near future. 

Use of insecticides in quarantine have been reviewed. 
The present in-flight methods for eradicating insects were 
considered to be completely inadequate ' ecause no insecti- 
cides can be applied in large enough quantity without being 
hazardous to the occupants of the plane. It was felt that 
sanitation in and around international airports should be 
improved in order to maintain successful quarantine. 

New chemicals for fly control were discussed in relation 
to the growing problem of insecticide resistance. Many in- 
sect vectors of disease have become resistant to the chlorin- 
ated hydrocarbon insecticides. In some areas, this resistance 
is sufficient to interfere with the control of malaria and other 
vector-borne diseases. The most promising substitutes for the 
chlorinated hydrocarbons are the organic phosphorus com- 
pounds. Concern was expressed, however, over the hazards 
of repeated exposure to formulations of organic phosphorus 
compounds. 

Other topics considered by the Committee included the 
hazards of nicotine in agriculture, international specifications 
for pesticides, and the impact of new legislation on agri- 
cultural, chemical, and food industries. 

Service Activities: The Committee on Pesticides collabo- 
rated with other groups and organizations during the past 
year on problems of mutual concern. It continues to co- 
operate with the Interdepartmental Committee on Pest Con- 
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trol. The Committee participated in the selection of several 
generic names for new pesticides during the past year. 
Through the Secretary it maintained its representation on 
the Sectional Committee on Common Names for Pest Control 
Chemicals (American Standards Association) and Liaison 
Panel of Food Protection Committee (National Research 
Council). The Secretary participated in symposiums on 
poisoning at annual meetings of the American Chemical 
Society and the American Medical Association, at which 
time data were presented on Committee studies on the in- 
cidence of pesticide injury. 

At the request of the American Medical Association Law 
Department, representative state and federal legislation 
on pesticides were compiled for the current study of chem- 
ical labeling laws being conducted by the Committee on 
Toxicology. The compilation was obtained with the assist- 
ance of various state regulatory agencies and certain trade 
associations, 

During the past year the Committee was asked by phy- 
sicians and private agencies to consider and render opinions 
on a variety of medicoeconomic problems involving the 
hazardous potentialities of pesticides. The Committee was 
requested by a government agency to review the present 
status of vaporizing devices for insecticides. Cases of poison- 
ing from the accidental ingestion of vaporizer pellets by 
children, agranulocytosis, other systemic injuries and _pos- 
sible chronic poisoning from continuous exposure to vapor- 
izer fumes were compiled from Committee files. A request 
from industry to review and make recommendations on the 
occupational hazards of mercury fungicides is also under 
consideration. Dieldrin poisoning in public health workers, 
the hazards of arsenicals in medicated animal fields and 
pesticide food contaminants as possible carcinogens are also 
considered by the Committee. 


Committee on Toxicology 


This is the third annual report of the Committee on Toxi- 
cology. Following is a résumé of its more important activities 
and accomplishments during the past year. 

Educational Activities: The series of Committee reports 
has been extended to nine with the publication of a status 
report on “Health Problems Occurring from Household 
Chemicals, Including Drugs.” An additional report embody- 
ing Committee recommendations for first-aid measures for 
poisoning is awaiting publication. 

Annual Meeting: The Committee held its annual meeting 
on March 21, 1957, at the headquarters of the American 
Medical Association. Current problems affecting the use of 
household and commercial chemicals were discussed. Cer- 
tain of the more important topics considered and actions 
taken by the Committee are set forth. 

The problem of rapidly identifying small quantities of 
unknown tablets and capsules in cases of poisoning was the 
first topic considered. A proposed scheme for identifying 
drugs by the color response spot testing method, that is, 
identification by color produced by the addition of a reagent 
to the unknown substance, was discussed. Due to variations 
in shades of colors produced and the lack of specificity, these 
tests were not considered sufficiently reliable for the pro- 
jected method of drug identification. 

The subcommittee on kerosene poisoning met with mem- 
bers of the petroleum industry and discussed means for 
improving safety education and handling of kerosene and 
other petroleum distillates. The group drafted the following 
recommendations for retail marketing: 1. Kerosene should 
be sold on a retail basis only in distinctive standardized- 
shaped metal containers; dealers should be instructed to 
refill only in the original containers; and containers for re- 
tail sales should be no larger than 2-gal. size for household 
use, 2. All containers should have spouts, lips, and handles 
which allow convenient use from the original container and 
make it difficult for small children to pour out the contents. 
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3. Insecticide and rodenticide containers should be designed 
with regard to safety. 4. Permanent labels should be used 
containing warnings as to toxicity and flammability. 5. The 
use of coloring agents is to be discouraged because a colored 
substance might be more likely to entice rather than dis- 
courage small children. Blue was suggested as the best color, 
should color be deemed necessary, for it would be less likely 
to be confused with palatable substances. 6. Dealers should 
be educated as to the toxicological hazards of kerosene and 
petroleum distillates and their responsibility to call the 
customers’ attention to precautionary labels at the time of 
sale. 

Educational measures for the prevention of kerosene 
poisoning were discussed. It was suggested that an industry 
committee be appointed to conduct pilot studies of educa- 
tional methods and to explore the possibility of research 
grants for furthering the clinical investigation of the treat- 
ment of kerosene poisoning. 

A progress report was also made on the joint study of the 
Committee on Toxicology, the American Academy of Pedi- 
atrics, and the American Public Health Association on clinical 
evaluation of methods of treatment for kerosene poisoning. 
The project’s objective is to determine the best treatment 
for kerosene poisoning and to establish a general procedure 
for investigating treatments of other types of poisoning. A 
trial report form has been sent to a selected number of 
poison control centers, affiliated hospitals and medical cen- 
ters. A procedure for recording these data on IBM cards 
and for analyzing and developing tables has been devised. 
It is hoped the study can eventually be broadened to in- 
clude additional medical facilities throughout the country. A 
study of methods of chemical analysis of absorbed petroleum 
distillates is also being investigated. 

The American Medical Association’s Board of Trustees 
authorized the Committee on Toxicology to draft a model 
uniform chemical label law for the labeling of potentially 
harmful chemicals not now so regulated. The proposed law 
is intended to help reduce careless and ignorant handling 
and storage of chemicals in areas where control of exposure 
to these chemicals is not as efficient as in the manufacturing 
process. The Committee adopted certain provisions which 
have been submitted to the Law Department for drafting 
into a model law. The model law is to be presented at a 
legislative conference this autumn. 

Service Activities: The Committee on Toxicology has 
collaborated with other groups and organizations during the 
past year. As a result of a meeting with industry, the Com- 
mittee was recommended as an impartial body to undertake 
the formulation of a uniform act for the precautionary label- 
ing of chemical products. A mandate to spearhead this 
project was received from the Board of Trustees last Octo- 
ber. The first phase of this undertaking was recently com- 
pleted with the announcement of the results of the survey of 
labeling statutes which was conducted with the aid of the 
Law Department. A full report of this study is to be pub- 
lished shortly. 

Through the Secretary, representation is maintained on the 
Committee of the Chicago Poison Center, the Steering Com- 
mittee for a National Clearing House for Poison Centers, 
the American Standard Association Z66 Committee on Haz- 
ards to Children, and the U. S. Food and Drug Administra- 
tion’s Committee on Adverse Reactions to Drugs. During the 
past year, the Secretary addressed the National Drug Trade 
Conference, the Canadian Medical Association, the American 
Association for the Advancement of Science, the American 
Chemical Society, American Pharmaceutical Association, 
New Jersey Safety Council, Toilet Goods Association, and 
seminars conducted by Ohio State University and the Uni- 
versity of Chicago. 

During the past year the Committee was asked by public 
and private agencies to consider and render opinions on a 
variety of problems involving the hazardous potentialities of 
chemicals. Several hundred inquiries on the health aspects 
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and usefulness of pesticides were also answered by the Com- 
mittee office. Assistance was provided various departments 
at headquarters in the preparation of Book Reviews, Queries 
and Minor Notes, reviewing manuscripts, and advertising on 
matters involving toxicology. 


Committee on Cosmetics 


This is the eighth annual report of the Committee on 
Cosmetics. During the past year, the Committee has con- 
tinued to promote its educational program. It has concerned 
itself primarily with the accumulation, preparation, and dis- 
semination of information pertinent to its major objectives, 
which are as follows: to promote a better understanding of 
the function, care, and significance of the normal skin, with 
special reference to the role of cosmetics and allied prepara- 
tions; to assist in the acquisition of new knowledge con- 
cerning the relationship between cosmetics and the skin; to 
emphasize the serious psychological implications of these 
conditions characterized by temporary or permanent skin dis- 
figurement; to provide the public with such information as 
will enable it to wisely select and intelligently use cosmetics; 
to stimulate increased cooperation between the health pro- 
fessions and the toilet goods industry in providing the pub- 
lic with safe, effective, ethically advertised products; and to 
supply available data from our files to authorized persons. 

The dissemination of educational information is carried 
out mainly through reports, articles, and editorials published 
under its auspices in THE JouRNAL of the American Medical 
Association and in Today’s Health. In the past year the fol- 
lowing reports have been published in THe Journac: “Clin- 
ical Appraisal of Dermatoses due to Cosmetics,” by Dr. Carl 
T. Nelson; “Cutaneous Effects of Soaps and Synthetic Deter- 
gents,” by Dr. Raymond R. Suskind; and “Action of Emol- 
lient Creams and Their Additives,” by Dr. Irvin H. Blank. 
For the sixth year, a monthly series of educational articles on 
skin care and cosmetics was published in Today’s Health. 
Reprints of published reports and articles are available on 
request. 

The newest educational activity of the Committee is its 
sponsorship of a series of symposiums. At the invitation of 
the Medical Sciences Section of the American Association for 
the Advancement of Science, the Committee will present its 
third symposium, “The Human Integument—Normal and 
Abnormal,” in December, 1957. This will be a two-day pro- 
gram with half-day sessions devoted to the protective func- 
tion of the skin, circulation and vascular reactions, sebaceous 
gland secretion and pathogenetic factors in premalignant 
conditions and malignancies of the skin. 

The interest among medical scientists in other countries in 
the Committee’s activities has continued to increase. This has 
been the consequence of the publicity given the article “Or- 
ganization and Functions of the Committee on Cosmetics 
of the American Medical Association,” which appeared in 
the Journal fiir Medizinische Kosmetik. A paper on the same 
subject was read by Dr. Carl T. Nelson at the International 
Congress on Dermatology in Stockholm, Sweden, and the 
full text of the paper has been accepted for printing in the 
proceedings of the Congress. 

As in other years, the Committee office has continued to 
serve as an information center and advisory board for mem- 
bers of the allied health professions, better business bureaus, 
government agencies, writers, radio and television networks, 
newspapers, magazines, and others. 

The Committee is particularly indebted to the many con- 
sultants who have so willingly offered and rendered assist- 
ance in special problems during the past year. 


Chemical Laboratory 


That portion of the new program of the A. M. A. Chem- 
ical Laboratory concerned with development and publication 
of Tests and Assays monographs for new and _ nonofficial 
drugs was brought into full operation during this past year. 
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A Tests and Assays monograph represents an expression of 
opinion as to what might constitute adequate tests and 
assays to serve as a reference guide to those interested in the 
identity and quality of a new and nonofficial drug. Arrange- 
ments were made to publish the completed monographs, 
developed in cooperation with the pharmaceutical firms, in 
the American Pharmaceutical Association’s journal entitled 
Drug Standards. Monographs have been completed on benz- 
tropine methanesulfonate, butabarbital sodium, crotamiton, 
cyclizine, cyclizine hydrochloride, cyclizine lactate, diatri- 
zoate sodium, ethinamate, ethopropazine hydrochloride, glu- 
cosulfone sodium, iophenoxic acid, meclizine hydrochloride, 
mephentermine, meprobamate, metaraminal bitartrate, meth- 
oxsalen, methscopolamine bromide, methscopolamine nitrate, 
nylidrin hydrochloride, oxtriphylline, pentolinium tartrate, 
pipradrol hydrochloride, pramoxine hydrochloride, primi- 
done, propantheline bromide, thiazolsulfone, and warfarin 
sodium. Work was begun on 22 other new drugs. 

An in vitro method was developed for the determination 
of the rate of release of the active constituent from sustained 
release medications using simulated gastric and intestinal 
Huids. A tablet disintegration apparatus was modified for this 
particular purpose and work completed on methods for 
determining the rate of release of amphetamine sulfate from 
sustained release capsules. A study was carried out on the 
precision and accuracy of measurements made with ultra- 
violet spectrophotometers. This was done to establish wheth- 
er it is possible to set limits embracing the errors in spectro- 
photometry or whether the use of reference standards is 
necessary to get agreement between instruments of different 
laboratories. 

A filing and coding system was developed for a library of 
ultraviolet and infrared absorption curves. There are now in 
this library several dozen curves of new drugs as well as 
many of the other ingredients used in drug formulation. 

At the request of the Council on Foods and Nutrition an 
analysis of a commercial low-sodium milk product was car- 
ried out for sodium, potassium, calcium, phosphate, thi- 
amine, riboflavin, protein, carbohydrate, fat, and ash con- 
tents. Laboratory tests were conducted to check the effi- 
ciency of and claims for several products to be advertised in 
A. M. A. journals. These included a urine pH _ indicator, 
urine protein test tablets and reagent strips and tablets for 
checking phosphatase serum levels. Tests were carried out 
at the request of the Bureau of Investigation to identify the 
components of tablets used for obesity, tablets used as a 
wart remedy, an ulcer preparation, and a liquid preparation 
tor internal use claimed to be effective for several skin 
disorders. 

In its advisory capacity to other departments in the Amer- 
ican Medical Association, the laboratory has worked with 
and tor the Editorial Department, Council on Drugs, Com- 
mittee on Cosmetics, Committee on Toxicology, Council on 
Foods and Nutrition, Bureau of Investigation, Council on 
Medical Physics, A. M. A. Library, and Advertising Com- 
mittee. This work included matters of nomenclature, classi- 
fication and indexing, terminology, structural formula draw- 
ings, reviewing chemical articles and checking advertising 
claims in addition to actual laboratory work on their behalf. 

Several technical books were reviewed for THe JOURNAL 
of the American Medical Association and many inquiries 
trom the medical profession were answered on technical 
matters. Cooperative work and liaison has been maintained 
with outside agencies such as the pharmaceutical firms, 
United States Pharmacopeia, the American Pharmaceutical 
Association, and the Food and Drug Administration. 


Bureau of Investigation 


In recounting the activities engaged in by the Bureau of 
Investigation during the past year, the most significant new 
development deserves first mention. Two substances are in 
the forefront: one, royal jelly; the other a Dominican weed 


V 1é 
195 


Vol. 165, No. 8 


dubbed “Pega Palo,’ of dubious botanical lineage, but 
blessed with clever press-agentry from contributors to 
“scandal” magazines. In a relatively short span within the 
year itself, well over 100 inquiries on these preparations 
were received. Such a vigorous campaign was sure to attract 
the eye of government regulatory agencies. They have al- 
ready reported fraud orders, in the case of the Post Office 
Department, and seizures, so far as the Food and Drug Ad- 
ministration is concerned, against both products. 

The chief interest of those who utilize the facilities of the 
Bureau of Investigation, whether lay or professional persons, 
was still, by far, cancer “cures” and “treatments.” The prin- 
cipal development in this field was the federal government's 
“all-out” campaign against Mr. Harry Hoxsey of Dallas, 
Texas, who still seems to be the most active in the field. 
Although the Food and Drug Administration was successful 
before a judge and a jury in a federal district court at Pitts- 
burgh, it still found it necessary to invoke unusual powers 
under the law whereby it warned the public against Mr. 
Hoxsey and his worthless cancer treatment. 

Others in the cancer field continue to flourish, except one 
very old timer, the Dr. Nichols Sanatorium at Savannah, Mo. 
These people, operating a large hospital, utilized an escha- 
rotic paste. The property was, however, recently sold to a 
religious order for a convent. 

Some newcomers to the field of “patent medicines” are 
perhaps worthy of brief mention. Propadrine, recently re- 
leased in low dosage for over-the-counter sale, became an 
overnight sensation (in advertising copy) as an appetite de- 
pressant in obesity remedies. An alleged lipotropic mixture 
of vitamins, minerals and a few other things, which, accord- 
ing to advertising, would ream out corroded arteries, a good 
deal like “Sani-Flush,” accounted for a notable increase in 
interest in this category. A new remedy for ulcers, of Euro- 
pean origin, caused a considerable flurry, partly because the 
material was available in Canada but not in the United 
States. 

A good many inquiries were received in the area regarded 
by the Bureau as the practice of medicine by business cor- 
porations. These are the firms which advertise and sell 
treatments for epilepsy, arthritis and rheumatism, hernia, 
rectal disorders and prostatism. Greater activity on the part 
of state medical societies in this area might well clear up a 
rather sad situation. It seems that law enforcement agencies 
will do nothing until they are pressed by residents of the 
states in which this abuse continues. 

Of interest, also, were further legislative activities in two 
states against naturopaths. Legislation was introduced in 
Florida to outlaw the cult after a thorough investigation 
revealing the essential fraudulence of naturopathy was re- 
ported on to the governor, who requested remedial legisla- 
tion. The bill, as passed, abolished the naturopathic board, 
but was amended to permit those who had called themselves 
naturopaths for 15 years or longer to dispense drugs, and 
narcotics “in an emergency.” 

Utah defeated legislation proposed to permit naturopaths 
to perform minor surgery. The legislature apparently was 
impressed by documentary evidence that naturopaths have 
no schools. It is obvious that they have no training which 
would justify their performance of surgery or their use of 
drugs or narcotics, as apparently many of them do! 

The bureau cooperated in these two instances by furnish- 
ing its information on the request of the medical societies of 
the states involved. 

There continues in Maryland an effort on the part of a 
group catering to the lesser cultists to issue homeopathic 
licenses despite court decrees of injunction and threatened 
criminal prosecutions. This matter is still pending in the 
courts of Maryland. The legislature, however, has repealed 
that part of the medical practice act which provided for a 
separate homeopathic board to be designated by the Mary- 
land State Homeopathic Medical Society. 
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During the year the Bureau, in cooperation with the 
Public Relations Department, produced a color sound slide- 
film entitled “Mechanical Quackery.” On a single promo- 
tional broadside directed to state and local medical societies, 
the film has been shown 80 times. Since late April, the film 
has been shown to more than 3,600 people, and has been 
well received. Further promotional efforts to assure a wider 
distribution are contemplated. 

Also authorized by the Board, but in the planning stage, 
is a sound slide-film on the subject of food faddism. This 
will be done in cooperation with the Council on Foods and 
Nutrition and the Public Relations Department. 

The leaflet on “Mechanical Quackery” which was intro- 
duced last year has been quite successful and has been 
distributed rather widely. Two printings of 25,000 each are 
practically exhausted, and a third is now being ordered. 

The day-to-day work of the Bureau in answering specific 
inquiries has shown an increase in volume. More than 4,200 
letters were written in answer to inquiries on 6,100 subjects. 
Magazine feature writers and syndicated newspaper colum- 
nists have suggested to the public that the Bureau's facilities 
are available to them. 

During the year the Director and the Administrative As- 
sistant made over 50 appearances before medical societies, 
auxiliary groups, school, civic and church groups in a wide 
variety of places, and appeared on both radio and television 
programs in the continuing effort to expose quackery and 
to persuade people that there is no short-cut to health. 
Appearances before medical groups are intended to ac- 
quaint them with the nature of the Bureau's functions, its 
problems, and the effect of the propaganda effort on the 
public. 

Again the Bureau cooperated with the Bureau of Ex- 
hibits in manning exhibits at state and health fairs in 
Minnesota, North Carolina, Ohio, and Oklahoma. It is 
estimated that many thousands of lay individuals had an 
opportunity to study the message of the exhibits on “Me- 
chanical Quackery” and “The Modern Medicine Show.” 

The Director, as a member of the Committee on New 
or Unproved Methods of Treatment of the American Cancer 
Society, attended meetings of the committee in New York 
City and Atlanta. The committee succeeds the Committee 
on Cancer Diagnosis and Therapy of the National Research 
Council, now disbanded. 

The Bureau continues its policy of active cooperation 
with law enforcement agencies, Better Business Bureaus, 
and state and local medical societies in furthering its pro- 
gram of exposure of the quacks, nostrum peddlers, cultists 
and faddists, whose profit motivation lacks any real concern 
whatever for the health and welfare of the public. 


Council on Industrial Health 
Personnel 


The membership of the Council has remained unchanged 
since the last report. The position of Council Secretary, 
vacant since Dr. Peterson’s untimely death in an airplane 
crash in September, 1955, was filled on July 16 by Dr. B. 
Dixon Holland. Mrs. Marjorie Grigsby, Staff Assistant for 
Workmen’s Compensation, was transferred out of the Coun- 
cil staff in February to make her office with the staft of 
the Council on Medical Service and work as assistant to 
that Council’s Acting Secretary, in his capacity as Secre- 
tary of the Board of Trustees Committee on Medical Rating 
of Physical Impairment. She continues available to help 
with A. M. A.’s problems and projects on workmen’s com- 
pensation, in which the Council on Industrial Health still 
maintains an interest and concern and still has a committee 
active. Mr. Howard Schulz, industrial hygienist for 11 
years with Abbott Laboratories, North Chicago, joined the 
staff in June to fill the position of Staff Assistant requested 
and authorized in the Council’s 1957 budget. Mr. Clark 
Bridges, Acting Secretary between the time of Dr. Peter- 
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son’s death and Dr. Holland’s arrival, was named Assistant 
Secretary in June. He had been Staff Assistant for Indus- 
trial Hygiene. 


Council Meetings and the Congress on Industrial Health 


Three meetings of the Council were held during this 
period; namely, in Chicago in October, Los Angeles in 
February, and Chicago in April. 

The Los Angeles meeting was held in conjunction with 
the seventeenth Annual Congress on Industrial Health, a 
well attended and very successful series of open meetings on 
vision in industry, health hazards of agricultural chemicals, 
new concepts in the management of burns, and new devel- 
opments in hearing loss due to industrial noise. On this 
occasion, conferences designed to improve and support 
cooperative action were held with the chairmen of the 
state medical societies’ committees on industrial health and 
with the officers and directors of the Industrial Medical 
Association. 

Committee Activities 


Committee on Interprofessional Relations and the Com- 
mittee on Health Program for Hospital Personnel of A. H. A.: 
This is a joint Committee of the American Hospital Asso- 
ciation and the American Medical Association, represented 
by the Council on Industrial Health, appointed to develop 
a guide on the establishment and operation of occupational 
health programs for hospital employee groups. The Com- 
mittee drafted such a guide and copies were furnished to 
Council members for their comments and suggestions. The 
latter were incorporated into a new draft of the guide, 
copies of which were then furnished to the Council mem- 
bers and to the American Hospital Association. The Amer- 
ican Hospital Association has officially approved this ver- 
sion. Meanwhile, the Council members, seeing the statement 
on the “Scope, Objectives, and Functions of Occupational 
Health Programs” adopted by the House of Delegates of 
A. M. A., have suggested certain minor changes in the 
guide to make it conform to this statement. 

Committee on Industrial Nursing: The Committee held 
its first meeting in April and outlined its plan for making 
the valuable contribution it can and is expected to make 
toward the furtherance of occupational health. Some of 
the subjects proposed for committee consideration are pro- 
fessional supervision of industrial nurses by nonmedical 
personnel, maintenance of the confidential nature of medi- 
cal records, proper medical supervision and standard pro- 
cedures, and the professional liability status of industrial 
nurses. 

Committee on Plant Hygiene Studies: This ad hoc com- 
mittee prepared the report “The Survey of the Occupa- 
tional Environment” and has been discharged. The report 
appeared in THE JourNAL, Dec. 8, 1956, and has been 
reprinted in pamphlet form. It is believed that this report 
will be of great assistance to physicians who are involved 
in industrial work but who have felt themselves unqualified 
to make competent industrial health and hygiene surveys 
of the industry they serve. 

Committee on Health Education in Industry: This Com- 
mittee held its organization meeting in April. The Commit- 
tee decided that an early activity would be to collect and 
evaluate a significant amount of the health educational 
material being used in industry to determine if there are 
any particular areas or fields which need development of 
educational material. 

Committee on Industrial Health Defense: This Committee 
is on a stand-by basis, consisting only of its chairman, Dr. 
Norvin C. Kiefer. He has been asked to formulate and 
discuss with the Council Chairman and Secretary and the 
Chairman of the Committee on Public Services his views 
and recommendations on the need for the Committee and 
what activities it should undertake and how and when. 
Meanwhile, the Council Secretary has maintained liaison 
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with the Secretary of the Council on National Defense, 
which exercises cognizance for the A. M. A. over the broad 
field of disaster preparedness, etc. In this broad field falls 
the area of interest of the Committee on Industrial Health 
Defense of the Council of Industrial Health. 

Committee on Medical Care for Industrial Workers: This 
is a joint Committee of the Council on Medical Service and 
the Council on Industrial Health. The Committee con- 
cerned itself mainly with the problems in relationships 
between the medical profession and the United Mine Work- 
ers of America Welfare and Retirement Fund. (These 
problems are described and their background given in the 
below mentioned “Suggested Guides to Relationships Be- 
tween Medical Societies and the United Mine Workers of 
America Welfare and Retirement Fund.” ) In its last report, 
the Committee noted with some satisfaction that progress 
in resolving these problems had been made, particularly 
in Pennsylvania through the agreement between that state’s 
society and the Fund, and that similar progress could be 
expected elsewhere. The action of the Pennsylvania State 
Medical Society terminating its contract was quickly fol- 
lowed by a number of resolutions by county societies in 
that state and in several others in favor of free choice of 
physician and fee-for-service method of payment to physi- 
cians serving Fund beneficiaries. Furthermore, negotiations 
begun in other states seeking agreements similar to that 
concluded in Pennsylvania were discontinued. 

The Committee received requests from several states and 
the Executive Medical Officer of the Fund to intercede in 
some of these situations and to bring its good offices to 
bear in resolving various disputes. 

On March 21, 1957, the Committee met in Chicago to 
hear reports from representatives of the states of Colorado, 
Illinois, and Pennsylvania with regard to developments in 
those states and to invite suggestions for settling the 
existing controversy, an account of which is given in the 
“Guides” mentioned below. On the following day the 
Committee proceeded to develop a draft of “Suggested 
Guides to Relationships Between Medical Societies and the 
United Mine Workers of America Welfare and Retirement 
Fund.” In the drafting of the Guides and their further 
processing, the Executive Medical Officer of the Fund took 
no part, feeling that although he was a member of the 
Committee his presence might be embarrassing to the Com- 
mittee. The Committee met again on April 12 to complete 
its draft, and then on April 14 met with the Council on 
Medical Service and the Council on Industrial Health to 
acquaint members of those Councils with the situation 
and with the Guides intended to meet the situation. 

With some minor modifications, the Guides as submitted 
were approved by the two Councils and transmitted to the 
Board of Trustees for its action. The Board referred the 
Suggested Guides to the House of Delegates on June 4 
at the Annual Meeting in New York. On June 6 the House 
of Delegates adopted the Guides with three amendments 
as suggested by the Reference Committee on Miscellaneous 
Business. (They have since been published in the House 
Proceedings in the July 6, 1957, issue of THe JouRNAL, 
pages 1113-1115.) The American Medical Association has 
since been informed by the Executive Medical Officer of 
the Fund that he finds the Guides unacceptable to the 
Fund, as they include several provisions unsatisfactory to 
him. The Committee believes that the Guides would help 
the medical profession and the Fund to resolve their differ- 
ences if each followed them. The Committee has accepted 
the responsibility delegated to it by the House of Dele- 
gates (J. A. M. A., July 9, 1955, pages 842-843) in desig- 
nating itself as the appeal body to which either a state 
medical society liaison committee or the Fund may refer 
unresolved disputes. 

In June, 1956, the Colorado State Medical Society intro- 
duced resolution 24 before the House of Delegates request- 
ing that the “Guiding Principles for Evaluating Manage- 
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ment and Union Health Centers” be changed to conform 
to the Principles of Medical Ethics. The Committee de- 
ferred action on any revision, since the Principles of Medi- 
cal Ethics were in the process of revision. On June 4, 1957, 
the Committee met in New York and invited representatives 
of the Colorado State Medical Society to state their specific 
objections to these “Guiding Principles” and propose what- 
ever changes they consider advisable. Dr. Kenneth Sawyer, 
representing the state society, suggested two deletions and 
one addition. The Committee accepted the suggestions 
for deletion of one sentence and part of another sentence. 
It felt, however, that it could not accept the suggestion to 
add a paragraph dealing with an aspect of the financing 
of health center plans inasmuch as it was not applicable 
to the “Guiding Principles.” In addition, the Committee 
voted to change the name of this document to read simply. 
“Guides for Evaluation of Management and Union Health 
Centers.” The Committee’s recommendations to revise the 
publication have been forwarded to the two Councils for 
their approval. The Guides as approved will be presented 
to the House of Delegates for action. 

During the past year, the Committee issued the proceed- 
ings of the Conference it had sponsored at the 16th An- 
nual Congress on Industrial Health on the subject of work 
absence. The publication, “Absence from Work due to 
Nonoccupational Illness and Injury,” has received wide 
acceptance among the medical profession, industry, labor, 
and educational groups. It gives a needed review of the 
problem of work absence and points up a number of areas 
requiring additional research. In response to one of the 
recommendations of the Conference, the Committee is en- 
gaged in the preparation of “A Guide for Measuring Work 
Absence due to IIness and Injury,” which will recommend 
the adoption of uniform definitions and formulas for defin- 
ing and measuring nonoccupational work absence. 

The Committee has also projected for future activity the 
compilation of case studies of about 25 additional union 
health centers which are in operation throughout the coun- 
try. It hopes eventually to prepare a booklet describing all 
such centers as it has already described 17. 

The Committee voted to make a study of executive health 
examination programs in various industries, subject to the 
approval of the Councils on Medical Service and Industrial 
Health. This area of study is of particular interest in view 
of the attention and publicity being given this aspect of 
occupational health and since such programs appear to be 
of interest to both Councils. 

Committee on Medical Education and Training: ‘This 
Committee has continued its efforts for the improvement 
and extension of the teaching of occupational medicine at 
the undergraduate, graduate, and postgraduate levels. It 
was instrumental in organizing, and its chairman presided 
over, a meeting held in Chicago in September of leaders 
in the teaching and practice of preventive and occupa- 
tional medicine, to discuss the establishment and the con- 
duct of refresher courses to prepare physicians for exam- 
ination for certification in occupational medicine. It was 
decided at this meeting that there should be developed and 
sent to physicians eligible for Board examination in occu- 
pational medicine a questionnaire to determine what. sort 
of and length of refresher course they would be interested 
in taking and when and where they would prefer to take 
it. The results of this questionnaire were analyzed and 
reported to the Council and to all who attended the Sep- 
tember meeting. These results, as well as the discussions 
at the meeting, are expected to prove of value in guiding 
the planning, staffing, scheduling, and conduct of these 
refresher courses. 

Joint Conference with Chairmen of State Medical Society 
Committees on Industria! Health: The Chairman of the 
Joint Conference has directed a letter to each state chair- 
man urging him to be prepared to report on his plans, 
activities, and accomplishments at the meeting of the state 
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chairmen with the Council on Industrial Health on the 
occasion of the 18th Annual Congress on Industrial Health 
in Milwaukee, January, 1958. A letter is being developed 
in cooperation with Dr. Wells to be sent to each state 
chairman urging an improvement in the relations and coop- 
eration between him and the District Counselor of the 
Industrial Medical Association in his area. Reference to the 
Conference is also made in the Council Meetings section 
of this report. 

Committee on Scientific Development: The Committee on 
Scientific Development continues to maintain a careful sur- 
veillance of the industrial noise and loss of hearing problem 
through liaison with the Research Committee of the Amer- 
ican Academy of Ophthalmology and Otolaryngology. The 
Council aided materially in promoting wide distribution 
of the research group's latest publication, “Guide for Con- 
servation of Hearing in Noise.” 

Committee on Occupational Cancer: This Committee is 
still at work on two projects: (1) occupational and en- 
vironmental cancer of the skin, and (2) means of determin- 
ing inordinate risks to cancer among certain populations. 

Committee on Medical Examinations: The report, “Guid- 
ing Principles of Medical Examinations in Industry,” was 
published in THe Journat, July 7, 1956. The report was 
reprinted in pamphlet form as it fills a very important need 
for guidance as to the extent and purpose of physical ex- 
aminations in industry. An important sidelight on this pub- 
lication is that the President's Committee on Employment 
of the Physically Handicapped ordered 10,000 copies for 
distribution to physicians throughout the country in an ef- 
fort to encourage physicians to make physical examinations 
for proper placement of workers rather than simply for ac- 
ceptance or rejection. This Committee has now been dis- 
charged. 

Committee on Occupational Dermatoses: This Committee 
is following a plan to rotate its membership. In the inte- 
grated series of papers being prepared, four are in final 
state and just about ready for publication, as follows: “An 
Introduction to Occupational Dermatitis.” “Causes and Pre- 
disposing Factors” (of occupational dermatitis), “Problem 
of Prolonged and Recurrent Occupational Dermatitis,” and 
“Medicolegal Aspects of Occupational Dermatitis.” 

Committee on Industrial Ophthalmology: The first meet- 
ing of this Committee was held in June. The Committee 
took under consideration several problems such as the use 
of neutralizing chemicals as a substitute for water in the 
first-aid treatment of chemical injuries to the eve; a com- 
pensation award for conjunctivitis allegedly caused by 
safety goggles; vision testing charts, screening tests for 
glaucoma; and promotion of uniform acceptance by the 
various state workmen’s compensation boards of the A. M. A. 
publication, “Estimation of Loss of Visual Efficiency.” as 
the standard method of determining visual losses. 


Other Council Activities and Plans 


Statement on “Scope, Objectives, and Functions of Occu- 
pational Health Programs”: The greatest and most far- 
reaching accomplishment of the Council during this period 
was the development of a statement on the “Scope, Objec- 
tives, and Functions of Occupational Health Programs.’ 
The Council's earlier statement on this subject, entitled 
“Guiding Principles of Occupational Medicine,” which had 
been developed by a committee and released in 1954, had 
never been adopted by the House of Delegates or promul- 
gated as an official A. M. A. policy statement, although it 
had been approved by the Judicial Council. It was distri- 
buted to the several state medical societies with the recom- 
mendation that they adopt and promulgate it officially. 
However, few did so. Some state societies are reported to 
have discounted this document and declined to be guided 
by it when confronted by disagreements between their mem- 
bers over what occupational health programs should en- 
compass. The Council, therefore, found an authoritative 
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official A. M. A. policy statement on this subject to be 
needed and drafted one which was approved by the House 
of Delegates, and published in the July 6, 1957, issue of 
Tue JourNAL in the Proceedings of the House, with these 
words of commendation from the Reference Committee: “Tt 
is the unanimous opinion of your reference committee that 
the House has before it a statement which for the first time 
clearly defines the scope, objectives, and functions of occu- 
pational health programs. It marks the needs and boundaries 
of occupational medicine. It states in a positive fashion the 
proper place of occupational health programs in the prac- 
tice of medicine, and it clearly charts the pathways of com- 
munication between physicians in occupational health pro- 
grams and physicians in the private practice of medicine.” 

It is planned to have this statement published in reprint 
form for wide distribution through medical channels and 
official and voluntary health agencies. Many requests for it 
have already been received. 

“Primer” for Occupational Health Programs: The Council 
frequently receives requests for help and guidance from 
physicians contemplating the establishment of occupational 
health programs. To meet such requests, the Council is 
developing a primer on the organization of occupational 
health programs to set forth briefly the essential points and 
to quote, paraphrase, and list pertinent Council publica- 
tions. This primer and the publications listed in its bibli- 
ography and other appropriate publications of the Council 
will be sent as a “package” to the inquiring physician. 

Council Exhibits: The Council created an easily trans- 
portable exhibit of its available publications and displayed 
it at its annual meeting in Los Angeles in February and at 
the joint meeting of industrial physicians, industrial hy- 
gienists, and industrial nurses in St. Louis in April. The 
response was most gratifying. The important publications 
in the industrial health and hygiene field are now to a 
greater extent getting into the hands of those who need 
them 


Joint Activities with Other A. M. A. Councils 


The A. M. A. has for some years been concerned as to 
the adequacy of regulations and laws for the labeling of 
certain toxic materials. This interest has been centered in 
the Committee on Toxicology of the Council on Drugs. 
However, the labeling of toxic materials used in industry 
has long been a concern of the Council on Industrial Health. 
It is felt that the Council on Industrial Health might well 
work with the Committee on Toxicology for the adequate 
handling and coordination of A. M. A.’s interest in this area, 
and this has been recommended to the Board, and approved. 

The Council on Industrial Health and the Council on 
Medical Service met together after meeting separately i 
April. Present, in addition to the two Councils, were the 
A. M. A.’s Secretary-General Manager, Assistant Secretary, 
and the Chairman and Research Assistant of the Committee 
on Medical Care for Industrial Workers. Matters considered 
included the draft of the above-mentioned statement on the 
“Scope, Objectives, and Functions of Occupational Health 
Programs”; the activities, accomplishments, and plans of 
the Committee on Medical Care for Industrial Workers: 
the role of the general practitioner in health maintenance; 
industrial executive health examinations; workmen's com- 
pensation; and trailer services operating throughout the 
country to perform periodic physical examinations of a 
plant’s employees supplementary to the plant’s own occu- 
pational health program, diagnostic examinations for per- 
sonal health purposes of union members supplementary to 
services provided in union health centers, and screening 
examinations supplementary to services provided by official 
public health agencies. 

The Council on Industrial Health and the Council on 
Mental Health have long recognized the need for more in- 
tensive joint action by them for the promotion of mental 
health in industry and agreed that perhaps they should form 
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a joint committee to this end. Negotiations looking to the 
formation of this committee were interrupted by the death 
of the Secretary of the Council on Industrial Health and by 
the pressure of other business before the Councils, but it is 
planned to renew them within the next few months. 

The Council on Industrial Health recognizes that prob- 
lems relating to the health hazards of certain farming jobs 
are of concern to the Council on Rural Health and further 
recognizes that there is an overlapping field of interest. The 
Council on Industrial Health is contemplating a proposal of 
joint action on the part of the two Councils. 

Liaison with Other Societies, Associations, and Groups 

The Council has its Assistant Secretary serving as Secre- 
tary of the Board of Trustees’ Committee on Medical 
Aspects of Automobile Injuries and Deaths and is repre- 
sented on the Board’s Committee on Medical Rating of Phys- 
ical Impairment and Committee on Rehabilitation. While 
the interests and activities of these three committees fall to 
some extent within the areas of cognizance of several 
A. M. A. councils and departments, they are areas of great 
importance to the Council on Industrial Health. This fact 
helps justify the great amount of time that working with 
these committees requires of the Council's staff, particularly 
the Assistant Secretary and a stenographer. The Council 
continues to cooperate with many associations which have 
interests in occupational health. 

Miscellaneous Council Activities 

The House of Delegates, at its November, 1956, meeting, 
adopted the recommendations of the Reference Committee 
with respect to the Council's last annual report, that the 
Council not form its own committee on heart disease in in- 
dustry or its own committee on neurological disorders in 
industry, but rather establish and maintain liaison with vol- 
untary health agencies operating in these areas. Accordingly, 
the Council requested through the A. M. A. Secretary's 
Office that the American Heart Association be asked to invite 
such liaison from the side of the A. M. A. This request was 
implemented, and resulted in the assignment as liaison agent 
of Dr. Sander, a member of the Council and a member of 
A. M. A.’s Committee on Rehabilitation and Committee on 
Medical Rating of Physical Impairment. This is a fortunate 
assignment, inasmuch as this Council and these Committees 
have cognizance of those aspects of the employment of 
cardiacs of concern to the A. M. A. 


Council on National Defense 


This report covers the activities of the Council on National 
Defense from July 1, 1956, to June 30, 1957. 


Meetings and Administrative Actions 


During the period covered by this report, the Council and 
its two committees held two regular meetings; the first. in 
Washington, D. C., on Oct. 25-26, 1956, and the second 
meeting in Chicago on April 6-7, 1957. The first day of 
these two-day meetings was devoted to separate meetings 
of the Committee on Civil Defense and the Committee on 
Military Medical Affairs. On the second day, the Council met 
to act upon reports of the committees and to otherwise con- 
duct the affairs of the Council. One special meeting of o 
Council was held in Chicago on Sunday, Jan. 27, 1957, t 
consider a request from the Federal Civil De fense pe a 
istration for the Association to undertake a study and _ re- 
search program with respect to medical and health aspects 
of civil defense. 

In addition to the above meetings, the Executive Commit- 
tee of the Council met during the Association’s 1956 Clinical 
Session in Seattle and its 1957 Annual Meeting in New York 
City. During the reporting year, Council and Committee 
members, including the Secretary of the Council, partici- 
pated in a number of meetings dealing with military medical 
and civil defense subjects with federal agencies, medical 
societies, and various allied medical and health groups. 
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The full Council will continue to meet in Chicago twice a 
year for a one-day Sunday meeting to review and act upon 
written reports of the committees and to conduct such other 
affairs of the Council as are required. 

Future meetings of the Committee on Military Medical 
Affairs will be held in Washington, D. C., twice a year prior 
to the regularly scheduled meetings of the Council. This 
will permit that Committee to have the advice of the senior 
military leaders of the medical services and the required 
liaison which should be maintained by the Committee with 
the several federal departments and agencies. 

The Committee on Civil Defense will schedule its future 
meetings also in advance of the Council meetings in various 
sections of the country. The first of these meetings will be 
held in each of the seven Federal Civil Defense Regions. 
There is a definite need for better coordination of medical 
civil defense activities and an exchange of information be- 
tween national, state, and local groups. This new meeting 
arrangement will permit that Committee to assemble repre- 
sentatives of the state medical societies, woman’s auxiliaries 
to the state societies, and other local representatives to re- 
ceive and exchange first-hand reports concerning regional 
and state activities in the medical civil defense field. It will 
provide a practical approach to the solution of the many 
complex problems of emergency medical services through 
the combined efforts of regional and local groups. The next 
meeting of the Committee will be held in FCDA Region III, 
composed of the states of Florida, Mississippi, Alabama, 
Georgia, South Carolina, North Carolina, and Tennessee. It 
is scheduled for Oct. 5-6 in Atlanta, Ga., and invited guests 
include the state executive secretaries, chairmen of the state 
emergency medical service committees, chairmen of state 
civil defense committes of the Woman’s Auxiliary, and re- 
gional FCDA medical officers. 


Military Medical Activities 


Although recent changes in the international situation, on 
the surface, appear to warrant some decrease in mobilization 
strength, there has been no lessening of activities in the field 
of military medical and related matters. In spite of the good 
results achieved in the program to attract and retain physi- 
cians for a military medical career through adoption of vari- 
ous administrative and legislative measures recommended 
and supported by the Council and the Association, other 
problems continue to develop which could readily reduce the 
effectiveness of the career incentive measures, create an im- 
balance between the medical needs of the civilian population 
and the armed forces, or result in less than full utilization of 
medical personnel in providing the best possible medical 
care for members of the armed forces. The Council and its 
Committee on Military Medical Affairs have consistently sup- 
ported the cooperative efforts and programs of the medical 
services of the Department of Defense, the several military 
departments, and the U. S, Public Health Service in keeping 
with the Association’s stated position of full recognition in 
the necessity of providing the best medical care for members 
of the armed forces at all times. 

The Council has continued to be most active in consider- 
ing the various problems and programs dealing with military 
medical planning. It has considered their effect and impact 
on the medical profession, military and civilian, and has 
brought to the attention of government officials the need for 
civilian medical advice and counsel at the highest level of 
the national defense departments. A brief review of some of 
these activities is herewith reported. 

Legislation to Succeed “Doctor-Draft” Act 

In October, 1956, the Council reviewed the “Doctor- 
Draft” law and its implications. It reported to the Board 
that “there is no more necessity and less justification than 
two years ago for the extension of this discriminatory legis- 
lation.” At that time, representatives of the Department of 
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Detense advised the Council that an extension of the 
“Doctor-Draft” act would not be requested. The Department 
of Defense further advised it had submitted proposed legis- 
lation which, if enacted, would amend the basic Universal 
Military Training and Service Act to provide for the selective 
call-up of physicians, liable for induction under the regular 
draft, up to age 35 if deferred to complete their medical 
education. 

In reviewing the proposed legislation, the Council sug- 
gested that the words “allied specialists” be changed to 
“other specialists” in order to provide a broader coverage 
and authority for call-up of other than allied medical cate- 
gories as, for instance, in the case of scientists. The Council 
noted the proposed legislation did not provide for the con- 
tinuation of the National Advisory Committee, including state 
and local volunteer committees, to the Selective Service Sys- 
tem with respect to the selection of medical, dental, and 
allied specialists categories. In November, 1956, the Council 
recommended to the Board that in any A. M. A. testimony 
on the proposed legislation before the Congress a statement 
be included to request the continuation of the National Ad- 
visory Committee. 

On April 1, 1957, H. R. 6548 was introduced to provide 
for the call-up of physicians and others after June 30, 1957, 
the date of expiration of the “Doctor-Draft” act. 

Again in April, 1957, the Council advised the Board with 
respect to H. R. 6548 and reiterated its recommendations on 
the subject. The Board adopted these recommendations and 
the Chairman of the Council testified, on behalf of the 
Association, at hearings before the House Armed Services 
Committee on May 8, 1957, and before the Senate Armed 
Services Committee on June 6, 1957. 

That legislation was enacted as Public Law 85-62, 85th 
Congress, June 25, 1957. Briefly, it provides that individuals 
registered under the general draft act and deferred from in- 
duction for the purpose of medical or dental training will be 
subject to induction upon the completion of their protession- 
al training. If they are deterred past age 26, they will con- 
tinue liable for induction up to age 35 under the provisions 
applicable to all regular registrants. Certain beneficial pro- 
visions, such as the special pay for physicians, interservice 
transfer of medical officers, opportunity to resign reserve 
commissions, volunteer for service, and appointment to rank 
commensurate with professional education and ability, were 
continued under the new law as a necessary part of admin- 
istering a special program for calls for medical and dental 
personnel. 

The Council wishes to call special attention to the results 
of the efforts of the Association regarding the National Ad- 
visory Committee which, under Section 3 of P. L. 85-62, was 
continued. The Department of Defense legislation proposal, 
as originally submitted, did not provide for the continuation 
of the advisory committees. In its report accompanying 
H. R. 6548, the House Committee said: “The American Med- 
ical Association strongly recommended that the National 
Advisory Committee and the local and state committees be 
continued and the Committee on Armed Services concurs in 
the views of the American Medical Association. Therefore, 
the proposed legislation contains an amendment which will 
continue these committees in effect as they have been in the 
past.” 

Action to Eliminate Military Veterinary Corps 


In May, 1957, the Council informed the Board that the 
Department of Defense was seeking legislation designed to 
abolish the military veterinary corps. A year earlier, the 
Council had recommended the Board oppose any action to 
eliminate the corps and in June, 1956, the House of Dele- 
gates voted to oppose the elimination of military veteri- 
narians and recommended that a copy of its action be sent 
to the President, members of Congress, the Secretary of 
Defense, and surgeons general of the military services. 
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In May, 1957, the Council recommended to the Board that 
it reiterate and reaffirm the A. M. A. position of active op- 
position to the elimination of the veterinary corps. The 
Board adopted the recommendation. 


Dual Vulnerability of Federal Employees 


The Council informed the Board in November, 1956, that 
the status of federal governmental employees, who are in 
essential positions in time of national emergency and who 
also hold military reserve commissions, was the subject of 
high level governmental conferences as to a priority pre- 
determination of dual vulnerability. For example, a number 
of key medical personnel are currently in the employ of the 
Veterans Administration. They also hold reserve commis- 
sions and some have mobilization assignments. The Office 
of Defense Mobilization has appointed a committee to study 
this problem as it affects these federal employees. 

The Council is not aware of any plans to extend the study 
to include key personnel employed in nongovernmental posi- 
tions. However, it feels this phase of the problem should 
also be reviewed. It recommended to the Board that it ex- 
press its interest and concern to the Office of Defense Mobi- 
lization on this important subject with the hope that an early 
decision could be reached. The Office of Defense Mobiliza- 
tion should also be requested to include pertinent non- 
governmental positions in its study. The Board approved 
these recommendations. 


Legislation to Elevate Rank of Surgeons General 


At its April, 1957, meeting, the Council considered two 
hills, S. 1093 and H. R. 914, which provide for the elevation 
in rank of the surgeon general and the judge advocate gen- 
eral in the Army. Navy, and Air Force. The Council noted 
that the proposed action would have the effect of correcting 
the inequality in compensation between the Surgeon General 
of the U. S. Public Health Service and the surgeons general 
of the military services; further, that it would give proper 
recognition to the increased responsibilities and functions of 
military medicine in the same manner that increased rank 
has been given to line and staff positions of other arms and 
services. In view of these facts, the Council recommended 
that the Board support these measures by sending appropri- 
ate letters to the chairmen of the Senate and House Armed 
Services Committees. The recommendation is in accord with 
the action taken by the House of Delegates in June, 1948, 
not changed at this time, when it adopted a resolution urging 
that immediate steps be taken to advance the rank of the 
military surgeons general. 

The Board approved this recommendation and appropriate 
letters on the subject were sent to the Senate and House 
Armed Services Committees. 


Change in Physician-Troop Ratio 


In May, 1957, the Council reported to the Board that the 
Health Resources Advisory Committee to the Office of De- 
fense Mobilization had informed the Department of Defense 
it would register no objection to an increase from 3 to 3.4 
physicians per 1,000 troop strength in fiscal year 1958. In 
view of recent streamlined reorganization programs of the 
military services, anticipated reduction in over-all troop 
strength, and the operation of the Medicare program which 
should result in a reduction in the workload of medical 
officers, the Council reported that it felt such an increase 
was not justifiable and warranted and that the Board should 
question any such increase in the physician-troop ratio and 
recommended that the Assistant Secretary of Defense 
(Health and Medical) should be advised accordingly. The 
Board approved and adopted the Council recommendation. 


Other Military Subjects Reviewed by the Council 


At its April, 1957, meeting, the Council reviewed H. R. 
3516, a bill to authorize the Walter Reed Army Institute of 
Research to award certain degrees in medicine, dentistry, 
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veterinary medicine, and in the biological sciences involved 
in health services. It also reviewed a bill, H. R. 564, to pro- 
vide scholarship grants for medical education. The Council 
supported the action of the Committee on Legislation and 
the Council on Medical Education and Hospitals recom- 
mending opposition to both bills and recommended to the 
Board of Trustees that the Association actively oppose these 
measures. 

The Council advised the Board on May 9, 1957, of its 
concern with the pay scale recommendations and proposals 
of a special committee, known as the Cordiner Study Com- 
mittee, reporting to the Department of Defense on a pro- 
gram to attract and retain technical and skilled military per- 
sonnel. The Council believes that, should some of the recom- 
mendations in the report be adopted, it would reduce certain 
incentive pay provisions now authorized under the career in- 
centive program for medical officers and would have the 
effect of destroying this program designed to preserve, 
strengthen and maintain the prestige of military medicine. 
The Council has requested the Committee on Military Med- 
ical Affairs to continue to follow this matter and to make a 
further report at a later date. 


Survey of Discharged Medical Personnel 


The Council has continued to conduct an opinion survey 
among physicians being released from active military service 
to obtain information on the utilization of physicians and 
medical staffing conditions in the armed forces. From June, 
1952, to July, 1957, the Council has distributed 19,658 
questionnaires, of which 13,235 were filled out and returned. 
Summary results of the survey are periodically compiled and 
published in THe JourNaL, and copies of the reports are 
sent to the military departments. 


Placement Assistance 


Another continuing program operated by the Council as- 
sists physicians being released from active military service 
by providing information on available civilian medical op- 
portunities. This program has been well received by the 
participating physicians. Up to July, 1957, the Council has 
sent letters outlining the program to 16,059 physicians and 
received 4,502 replies, of which 3,009 were from physicians 
who requested and were given placement assistance. 

The Council has also continued to assist state volunteer 
medical advisory committees to the Selective Service System 
in replacing deferred physicians who have a military obliga- 
tion. 

Liaison with Physicians on Active Military Duty 


Since January, 1954, the Council has prepared a monthly 
article for publication in the United States Armed Forces 
Medical Journal. This activity was undertaken to establish 
and maintain liaison between the Association and physicians 
in uniform. In this reporting period, these articles have 
covered such subjects as summaries of survey reports of 
physicians leaving military service, responsibilities and activ- 
ities of A. M. A. councils and the American Medical Educa- 
tion Foundation, reports on military medical bills of the 84th 
Congress, medical professional liability, and the operation 
of the Medicare program. 


Medical Civil Defense Activities 


In the interest of national survival in time of emergency, 
every resource of the nation must be available for use as 
required, for either military or essential civilian use. Civil 
defense is the responsibility and business of every citizen. 
The individual kept properly informed and trained does 
what he can for himself in an emergency, while also con- 
tributing to the organized community effort. In turn, com- 
munities work and pull together to overcome their own 
crisis with outside help furnished under prearranged plans. 

The medical profession naturally views civil defense from 
the standpoint of the medical and health care of the civilian 
population under disaster conditions. The American Med- 
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ical Association has expressed the conviction that the Asso- 
ciation should concentrate its efforts to the medical aspects 
of civil defense. 

The Council’s Committee on Civil Defense has been pri- 
marily concerned with problems in this category, such as 
emergency medical and health service, the organization and 
training of professional personnel for the management and 
care of mass casualties, and the provision of adequate med- 
ical supplies, equipment, and facilities. 

Civil defense will never be perfect. It needs to be tested, 
refined, and retested until it is made a strong and effective 
as possible. Survival of the nation depends upon the ability 
and willingness of the medical profession to preplan, organ- 
ize, and achieve emergency medical disaster readiness. 

The Council and its Committee on Civil Defense have 
maintained close and effective liaison with the FCDA, and 
particularly its health office, with state and constituent med- 
ical societies, and with national allied medical and health 
groups. Maximum use of the facilities and prestige of the 
Association has been made to encourage interest and par- 
ticipation in medical civil defense affairs. Some of the 
activities of the Council and its Committee on Civil De- 
tense are hereinafter reviewed. 


Medical Civil Defense Activities of Federal Government 


At its meeting on Oct. 25, 1956, the Committee on Civil 
Defense received status reports of medical civil defense 
activities of the three military services, National Research 
Council, Office of Defense Mobilization, Atomic Energy 
Commission, Department of Agriculture, U. S$. Public Health 
Service, Department of Health, Education and Welfare, 
Veterans Administration, and the Federal Civil Defense Ad- 
ministration. 

The Council is encouraged and gratified to report that con- 
siderable progress is being made in the various cooperative 
programs and plans of the federal agencies and professional 
associations. The Council recommended, and the Board ap- 
proved, that the military departments be requested to assist 
and actively participate in medical civil defense matters by 
including appropriate projects in their training programs, 
reserve affairs, and educational projects. Such activities are 
now being incorporated in the military programs and the 
role of the armed forces in civil defense operations is re- 
ceiving attention and study. 

Another most encouraging matter is the serious attention 
which has been given to civil defense by the Congress. 
More bills have been introduced in the Congress on civil 
defense during this reporting period than at any other time 
in our history. All of these measures are designed to re- 
organize and reconstitute the civil defense program of the 
federal government. In general, they would provide greater 
authority, responsibility, and participation in civil detense 
at the national level. 

At hearings before the Military Operations Subcommittee 
of the House Committee on Government Operations on one 
of these bills, H. R. 2125, the Chairman of the Council's 
Committee on Civil Defense, on behalf of the Association, 
testified “the Association does believe that a strong civil 
defense requires positive action by the federal government 
with emphasis on increased federal leadership and direction. 
We believe that civil defense is an integral part of national 
defense and that the federal government has a direct  re- 
sponsibility, whether it is administered jointly with the states 
or with the states in a supporting role.” 


Special Committees on Allied Medical Training and Specialized Practice 


Two special committees were set up to (a) consider the 
special medical training of professional groups (physicians, 
dentists, veterinarians, nurses, etc.) and (b) obtain in- 
formation from the various medical specialty groups on how 
to best care for mass casualties requiring special techniques 
and unique procedures of qualified specialists. 
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The special committee charged with assignment (a) above 
met in September, 1956, with representatives of the Amer- 
ican Dental Association, American Nurses’ Association, 
American Veterinary Medical Association, National League 
for Nursing, and the health office of the Federal Civil De- 
fense Administration and, as a result, prepared a priority 
listing of emergency and lifesaving procedures each group 
could reasonably be expected to perform under an emer- 
gency “expanded services” concept. 

The other special committee contacted the 19 medical spe- 
cialty groups requesting that they assist in the preparation 
and compilation of training guides and other instructional 
material and to make such other suggestions concerning 
their contribution for an appropriate civil defense program. 
Replies were received from 16 of the 19 specialty groups 
expressing interest and a willingness to assist and cooperate 
on the project. 

Shortly thereafter, negotiations were started between the 
FCDA and the A. M. A. to have the A. M. A. undertake a 
comprehensive research and study project dealing with the 
medical and health care of the surviving population, casualty 
and noncasualty, following an all-out attack upon this coun- 
try. Since the work of the two special committees is a part 
of the study project to be undertaken, it will be coordinated 
by the continuation of the work of these committees or 
otherwise included as a part of the program plan of the 
research and study project. 


Request for A. M. A. Position on Shelter Program 


One of the sections of H. R. 2125, a bill to reorganize 
the civil defense functions of the federal government, au- 
thorizes the preparation and execution of a national plan to 
provide for “shelter of the civilian population against pri- 
mary and secondary effects of nuclear explosions.” The 
chairman of the House subcommittee conducting hearings 
on that bill indicated that the A. M. A. should express its 
position with respect to a “shelter program,” inasmuch as 
the Association is composed of individuals who understand 
and appreciate the hazards and effects of radiation exposure. 
He requested a statement from the Association on the sub- 


ject. 

In April, 1957, the Council and the Committee approved 
a statement and requested the Board of Trustees to adopt 
it and forward a copy to the House Subcommittee on Mili- 
tary Operations. Upon adoption by the Board, the following 
statement was referred as recommended: 

“The American Medical Association is gravely concerned 
with the possibility of large numbers of casualties following 
a nuclear or thermonuclear attack. The Association favors 
any and all reasonable measures that will prevent and mini- 
mize casualties. Introduction of large yield weapons have 
added a new dimension, radioactivity, to previous hazards. 
After detonation of large thermonuclear devices, there may 
be serious effects of radioactive fallout which may extend 
over wide areas. Adequate shielding has been shown to be 
an effective means of protecting personnel from the hazards 
of radiation. As physicians, we favor means that will protect 
personnel from the effects of radiation, to the extent possible. 
There has been conflicting testimony regarding placement, 
types, construction, weapons effects, degree of protection, 
the costs of shelters; problems beyond the competency of the 
medical profession to pass judgment. Within the capabilities 
of warning time, skillful engineering design, strategic loca- 
tion, and financial limitations, the American Medical Asso- 
ciation recommends consideration and implementation be 
given the fullest possible employment of shielding for the 
protection of personnel as an essential element of civil de- 
fense.” 


Legislation to Amend the Federal Civil Defense Act of 1950 


At its meeting in April, 1957, the Committee reviewed 
H. R. 4910, an Administration bill to reorganize the FCDA, 
so as to vest civil defense responsibility jointly in the federal 
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government and the several states. In addition, several other 
bills of a similar nature and purpose were considered. The 
Committee and Council recommended to the Board that 
should the Association be called upon to comment or testify 
on these bills, the A. M. A. position as presented on March 
7, 1957, at hearings on H. R. 2125 be used as the basis for 
statements of policy of the Association concerning civil de- 
fense matters. The Board approved and adopted the recom- 
mendation. 


A. M. A.-FCDA Research and Study Project 


Following a request from the Federal Civil Defense Ad- 
ministration, the A. M. A. Board of Trustees on Feb. 9, 1957, 
authorized the Council to proceed with a research program 
and initiation of a plan of study to establish criteria for the 
provision of medical care of the surviving population, casu- 
alty and noncasualty, in the event of an enemy attack on 
this nation. 

The development of a plan for the care of the surviving 
population and the problem of public health and environ- 
mental sanitation that will be present in the event of enemy 
attack on this nation is a tremendous project involving 
many varied and complex problems. The Association agreed 
to assume this unique and challenging task realizing that 
the medical profession and, more specifically, individual 
physicians would have the burden and final responsibility to 
fulfill the medical and health requirements in time of a grave 
national emergency. 

The formal contract for this project was signed on July 
26, 1957. It appears that the program will take from 12 to 
15 months to complete and the cost, estimated at $150,000, 
will be financed by the Federal Civil Defense Administra- 
tion. A special study committee, under the general direction 
of the Council, has been established to initiate, plan, and 
direct the project. This six-member committee is composed 
of Drs. Harold C. Lueth, of Evanston, Ill., and Carroll P. 
Hungate, of Kansas City, Mo., representing the Council on 
National Defense, and Drs. John F. Burton, of Oklahoma 
City, and Robert L. Novy, of Detroit, representing the 
Council on Medical Service. The other two physician mem- 
bers are to be selected from the geographical area in which 
the field study will be made. The FCDA, U. S. Public 
Health Service, and national health and medical associations 
will be requested to designate representatives to work on the 
project and to otherwise participate and assist the committee. 

Following several preliminary meetings by staff and com- 
mittee member personnel, a meeting of the committee was 
held on July 28, 1957, to consider the selection of a study 
site area, a briefing by the FCDA as to the scope and pur- 
pose of the project, and the selection of a full-time staff 
director for the committee. 

The committee selected the St. Paul-Minneapolis site, in- 
dicating that a 100-150 mile radius in this area would be 
desirable as a representative area in which to conduct the 
study. It was felt that this noncoastal area would present 
a number of problems which would be found in other sec- 
tions of the country and that the findings of the study would 
be of practical use and adaptation by other sections. The 
Minnesota State Medical Association has been informed of 
this action with the request that it be endorsed and ap- 
proved. Assistance from the state association was also re- 
quested in the selection of two physicians from the area to 
be named to membership on the study committee. 

The committee named Dr. Earle Standlee, of Dallas, 
Texas, as its staff director. He will report for duty in Sep- 
tember. The committee plans to schedule an early meeting 
in Minneapolis of the full six-member committee. At that 
time, it will draw up an outline for the project and com- 
mence operation thereunder. Periodic status and progress 
reports on the project as received by the Council will be 
submitted to the Board of Trustees. 
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County Medical Societies Civil Defense Conference 


On Nov. 10-11, 1956, in Chicago, 120 persons from 30 
states participated in the seventh conference of the county 
medical societies civil defense organization. This yearly con- 
ference is sponsored by the Council, which provides staff 
and clerical assistance in making all arrangements for these 
meetings. 

The conference, the most successful one to date, was de- 
signed to help local medical and health personnel plan their 
work in civil defense and disaster situations. In addition to 
panel discussions on planning, support, and resources for 
disaster situations and a symposium on the mental health 
problems and needs under such conditions, the participants 
divided into groups to consider problems based on preas- 
sumptions as to the extent and type of casualties and the 
available personnel, facilities, and supplies to manage and 
care for them. 

This year the conference will be held in Chicago on Nov. 
9-10, 1957. 


National Medical Civil Defense Conference 


On June 1, 1957, the Council sponsored its Fifth Annual 
National Medical Civil Defense Conference in New York 
City. The conference was attended by 276 persons from 36 
states, Hawaii, and Canada. The program was devoted to 
the medical aspects of the hazards and effects of lethal 
radiation and radioactive fall-out. Dr. David B. Allman, the 
then President-elect, welcomed the conferees on behalf of 
the Association. 

In 1955, the Board of Trustees requested the Council to 
secure from all sources as much data as possible on radio- 
active fallout for dissemination to the medical profession. In 
keeping with that request, this was the second conference 
which has been sponsored by the Council to feature radia- 
tion problems. It was the largest conference of this type 
held to date and it was scheduled at a time when national 
and international concern was being publicized on the con- 
troversy of radioactive fall-out. Sustained interest was main- 
tained by the audience throughout the day. 


Publication of All Other Medical Civil Defense Activities 


The Council has continued its publication of a Civil De- 
fense Review that is distributed bimonthly. This publication 
contains information on the latest civil defense developments 
and reading lists of selected material dealing with the med- 
ical aspects of civil defense. It is sent to over 1,400 persons 
and groups, including the chairmen and members of state 
emergency medical service committees. 

During the reporting year, the Council published selected 
medical disaster preparedness plans and articles in THe 
JourNAL and in other similar publications. It has continued 
to distribute informational material on the medical aspects 
of civil defense, medical planning for civil defense, and a 
bibliography of pamphlets and articles in this field. 


Council on Scientific Assembly 


This report includes a summary of acomplishments at 
various meetings of the Council on Scientific Assembly, re- 
ports of the Clinical Meeting in Seattle and the Annual 
Meeting in New York, and a report of the work which con- 
tinues throughout the year on motion pictures and medical 
television. 

Council Meetings 

The Council on Scientific Assembly was increasingly ac- 
tive during the past year. In addition to seven full meetings 
of the Council held in Seattle, Chicago, New York, and 
Philadelphia, there were two conferences at which the Sec- 
tion secretaries and Section representatives to the Scientific 
Exhibits were guests of the Council, and two meetings 
where Council members were guests of the Section delegates. 
In the interim, the executive committee and subcommittees 
of the Council met from time to time. 
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Committee to Study Annual Meetings: The Council re- 
quested the Board of Trustees to appoint a committee to 
study the scientific activities at the Annual Meeting of the 
American Medical Association to determine if changes 
should be made in the program to be presented. This com- 
mittee, composed of Hugh H. Hussey, M.D., Washington, 

C., chairman; Harlan English, M.D., Danville, IIL; 
Stanley P. Reimann, M.D., Philadelphia; Harvey B. Stone, 
M.D., Baltimore; and Glen Shepherd, M.D., Chicago, met 
with the Council on Scientific Assembly. Numerous sug- 
gestions were made for consideration. 

Sites for Annual and Clinical Meetings: The increasing 
difficulty of securing adequate meeting places for the Amer- 
ican Medical Association, together with mounting costs, has 
been of considerable concern to the Council. The Council 
offered to advise the Board of Trustees on the availability 
and suitability of facilities in various cities where the Asso- 
ciation might meet. 

Goldberger Lecture: The policy of presenting the Gold- 
berger Lecture at the Annual Meeting was established. The 
1957 lecture was presented betore the Section on Pediatrics. 

Association for Research in Ophthalmology: The Council 
noted that the Association for Research in Ophthalmology 
has held its sessions during the Annual Meeting under the 
auspices of the Section on Ophthalmology, but separately 
from the Section. It was recommended that the two groups 
hold their sessions jointly, which would eliminate one meet- 
ing hall. 

Recognition for Medal Awards in Scientific Exhibit: There 
was considerable discussion about the method of awarding 
medals in the Scientific Exhibit and ways in which more 
recognition could be given to this important feature. 

National Science Fair: The Council noted with approval 
the interest shown in exhibits from the National Science 
Fair. A committee from the Council with representatives 
from California visited the National Science Fair in Los 
Angeles and selected four exhibits for commendation. Two 
of these were shown in the Scientific Exhibit at the Annual 
Meeting in New York under the sponsorship of the Depart- 
ment of Public Relations. 

Death of Dr. Phifer: The Council has felt keenly the loss 
of Dr. Charles H. Phifer, whose long illness and death oc- 
curred during the vear. He was the senior member of the 
Council and contributed a great deal of time and thought 
to its deliberations. 

Section Officers: The Council approved the plans of sev- 
eral Sections for assistant secretaries and assistant repre- 
sentatives to the Scientific Exhibit. 

Award to Medical Illustrators: The Council acknowl- 
edged the contributions which medical illustrators and bio- 
logical photographers have been making to the Scientific 
Exhibit and voted to award certificates of merit for this work. 

Programs for Annual and Clinical Meetings: The Council 
considered in great detail the types of program for the 
Seattle, New York, and Philadelphia meetings. In addition 
to extended discussions at the regular meetings of the Coun- 
cil, there were numerous conferences and much correspond- 
ence between meetings. 


Seattle Clinical Meeting 


An unusual degree of enthusiasm marked all activities of 
the Scientific Assembly at the 10th Clinical Meeting in 
Seattle. The entire scientific meeting was held in the Civic 
Auditorium, making it possible for physicians to go from 
panel discussions, to lectures, to color television, to motion 
pictures, and to demonstrations in the Scientific Exhibit with 
a minimum of delay. Various portions of the program pro- 
gressed simultaneously and continuously with only a slight 
lessening of tempo during the noon hour. 

There were 20 panel discussions and 46 lectures covering 
all phases of medicine. Moderators and participants were 
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well versed in their particular subjects and included phy- 
sicians not only from the Pacific Northwest but from many 
other parts of the country. 

Color television, conducted in cooperation with Smith, 
Kline and French Laboratories, Philadelphia, originated at 
Doctors Hospital and was presented to capacity audiences 
in the Civic Auditorium. Two-way telephone conversations 
between the meeting room and the operating room were 
especially valuable contributions. 

The motion picture program, from the viewpoint of sus- 
tained interest, was one of the most successful ever con- 
ducted at a meeting of the American Medical Association. 
Films were shown each afternoon during the week, with a 
total of 24 titles. In addition, films were shown one evening 
at the Olympic Hotel, the one on “The Medical Witness” 
(premiere showing), presented with the cooperation of The 
Wm. S. Merrell Company, Cincinnati, and the American 
Bar Association, requiring a second showing to accommodate 
the crowd. “Monganga,” presented with the cooperation of 
Smith, Kline and French Laboratories, Philadelphia, also at- 
tracted a capacity audience. 

The Scientific Exhibit featured demonstrations continu- 
ously in 98 exhibit booths. Outstanding interest was evinced 
in a special exhibit on the history of medicine in the Pacific 
Northwest under the direction of Dr. Willard F. Goff, 
Seattle. The special exhibit on fractures under the guidance 
of Dr. Ralph G. Carothers, Cincinnati, and the manikin 
demonstrations on problems of delivery, arranged by Dr. 
Charles Franklin, Seattle, were always popular. Special lec- 
tures on “The Practice of Public Health and Medicine in 
Alaska” by Dr. Charles R. Hayman, Juneau, were especially 
attractive. Numerous other exhibits merited special citation 
which it is impossible to give. 

The smoothness with which all scientific activities were 
carried out was evidence of the meticulous care rendered 
by the local committee in making arrangements. The general 
chairman, Dr. M. Shelby Jared, overlooked no detail in 
making the meeting a success. The chairman of the subcom- 
mittee on the scientific program, Dr. Hale Haven, was on 
duty continuously at the Auditorium, while the chairman of 
the subcommittee on color television, Dr. F. A. Tucker, 
oscillated rapidly between the operating room in Doctors 
Hospital and the meeting room in the Civic Auditorium. The 
result was a most successful scientific meeting. 


Annual Meeting—New York 


Attendance at the Annual Meeting in New York was the 
largest in the history of the Association. The commodious 
and air-conditioned Coliseum, and meeting rooms in nearby 
hotels, were at all times well filled and often crowded to 
capacity. The scientific program, covering all phases of medi- 
cine, was outstanding and merited the credit which it re- 
ceived. Section officers were more than usually alert to the 
needs of the occasion, with the result that the meeting was 
a real contribution to graduate medical education. 

General lectures were presented all day Monday and on 
Tuesday morning to large audiences. On Wednesday morn- 
ing a Trans-Atlantic Medical Conference on cardiac surgery 
was conducted with the Harvey Society in London, the 
panels in New York and London being connected by two- 
way telephone hook-up. Large audiences, both in London 
and in New York, expressed great satisfaction with this new 
feature. The undertaking was accomplished with the co- 
operation of Smith, Kline and French Laboratories, Phila- 
delphia. 

The sections of the Scientific Assembly met Tuesday noon 
to Friday noon with full programs of lectures, panels, and 
round tables. Most of the sections held one or more joint 
meetings with other sections. Increased attendance over 
previous years was noted everywhere, even through Friday 
morning. Four meeting rooms, accommodating eight sec- 
tions, were available in the Coliseum, making it necessary 
for the other thirteen sections to go to nearby hotels. 
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Color television originated at Roosevelt Hospital and was 
shown in the Coliseum Monday noon to Thursday evening. 
Surgical panels were presented each morning and clinics 
each afternoon. The program was presented with the coop- 
eration of Smith, Kline and French Laboratories, Phila- 
delphia. 

Motion pictures were shown in the Barbizon-Plaza Hotel 
with programs being conducted in two rooms simultaneously. 
The First International Medical Film Exhibition was pre- 
sented with the cooperation of Johnson & Johnson, New 
Brunswick, N. J. (See detailed report which follows under 
“Motion Pictures and Medical Television.” ) 

Meanwhile in an adjacent room the regular motion picture 
program was conducted before large audiences. Forty-six 
films were shown, 23 of which were introduced by their 
authors. On Wednesday evening there was a premiere show- 
ing of the second film in the series “Medicine and the Law.” 

The Scientific Exhibit was shown on the third and fourth 
floors of the Coliseum, with all the sections presenting out- 
standing groups of exhibits. Special features included exhibit 
symposiums with conferences in adjacent rooms on diabetes 
and on diet as a preventive and therapeutic tool for the 
doctor. Other features included an exhibit symposium on 
arthritis and rheumatism, the special exhibit on fractures, 
and a group of paintings on the history of medicine shown 
with the cooperation of Parke, Davis & Company, Detroit. 
The Sections on Anesthesiology, Obstetrics and Gynecology, 
and Pediatrics collaborated with an exhibit symposium and 
conference on perinatal problems. The Section on Pathology 
and Physiology presented a special exhibit on fresh tissue 
pathology, and the Section on Diseases of the Chest pre- 
sented a special exhibit on pulmonary function testing. The 
Section on General Practice conducted physical examina- 
tions for visiting physicians, including electrocardiograms, 
chest x-rays and eye examinations, with Dr. Charles E. Mc- 
Arthur, Olympia, Wash., serving as chairman and assisted 
by a large group of experts. Equipment was furnished by the 
Sanborn Company and Picker X-Ray Corporation. 

Fifty-eight exhibits received awards, including 6 medals, 
24 certificates of merit, 2 certificates of appreciation, and 26 
honorable mentions. One award was made for medical illus- 
tration. The Committee on Awards, under the chairmanship 
of Donovan C. Browne, M.D., New Orleans, worked long 
and diligently studying the exhibits and making its report. 
In addition to the above, the Section on Ophthalmology 
made an award of $250 for the best exhibit in that Section, 
while the Section on Urology presented the John Morrissey 
award to one of the urology exhibits. 

The total number of participants in the Scientific As- 
sembly, including all phases of the program, was 2,160. 
Except in a very few instances, where illness or other legiti- 
mate causes prevailed, all participants were present and took 
part in the program according to schedule. 

The Council on Scientific Assembly takes this opportunity 
to express its appreciation to the numerous participants for 
their cooperation, to all Section officers and special commit- 
tees for their diligence over many months in preparing vari- 
ous segments of the program, and to members of the head- 
quarters staff who were ever faithful in carrying out the 
many details in connection with the Scientific Assembly. 


Motion Pictures and Medical Television 


International Medical Film Exhibition: The most im- 
portant and time-consuming project completed this year was 
the International Medical Film Exhibition, which took place 
during the Annual Meeting in New York. This was the first 
such exhibition to be held in the United States, and the 
largest collection of medical films to be assembled for such 
a purpose. Preparations for this event covered a period of 
almost two years of concentrated effort after the preliminary 
arrangements had been made. Meetings were held in Wash- 
ington, D. C., with various motion picture and government 
agencies to facilitate the acquisition and transportation of 
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films from other countries. Special permission was granted 
the American Medical Association providing free entry of all 
foreign films through the United States Customs for this 
exhibition. Publicity and assistance were also volunteered by 
the various representatives through their overseas contacts. 
This project, as carried out, was in support of the “people- 
to-people” program which President Eisenhower launched 
last summer, and the medical and health professions cooper- 
ated under the chairmanship of Dr. Louis H. Bauer, secre- 
tary general of the World Medical Association. 

Applications were received for more than 120 films from 
25 countries nominated for showing during the exhibition, of 
which approximately 80 were previewed. Four films were 
received from the [ron Curtain countries, two of which were 
selected from Prague. The final three and one-half day film 
program consisted of 46 films from 15 countries, and was 
designed to present outstanding motion pictures produced 
abroad dealing with the many aspects of and advances in 
medical science. Each film of distinction selected for show- 
ing was awarded a Certificate of Participation. 

A symposium on the international exchange of medical 
films was held as a part of the scheduled program in an 
effort to stimulate a freer exchange of medical and scientific 
films between countries. 

Excellent news coverage was given to this exhibition by 
leading audiovisual publications, science writers, and foreign 
medical organs both before and after the meeting. The direc- 
tor was also interviewed by the Voice of America. A five- 
minute tape recording of the activities relative to the Inter- 
national Exhibition was made for subsequent broadcasts in 
23 countries after being translated and recorded in various 
languages. 

Upon request, a documentation of the International Med- 
ical Film Exhibition was furnished to the Office of Private 
Cooperation of the United States Information Agency in 
Washington, D. C., to help the People to People Foundation. 

Film Library: Twenty new films were added to the mo- 
tion picture library, making a total of 1,001 prints of 168 
subjects. During the year, 4,095 films were lent to medical 
societies, medical schools, hospital staff groups, individual 
physicians, and television stations. This represents an in- 
crease of 591 film shipments in comparison with the previous 
year. The income from film service charges was $10,827.40. 
Not included in the regular film library is the “one print” 
film library which has now grown in excess of 150 subjects. 
These outstanding films have been bought or donated to fill 
special requests from physicians, surgeons and medical edu- 
cators. A separate catalog of these films is being prepared 
for publication. 

Approximately 28% of the film library distribution is now 
devoted to prints placed in the library over the years by other 
bureaus and councils. During the past year, the first two in 
a series of medicolegal films, made with the cooperation of 
the A. M. A. Law Department, were released for distribution 
and three new film subjects were added by the Public Rela- 
tions Department. 

In addition, 27 films from the International Medical Film 
Exhibition program will be available from the film library for 
a period of six months following the 1957 Annual Meeting. 

The film library is now operating at its maximum capacity 
for the space and facilities available. The library is still oper- 
ating in the limited area allowed when it was started 10 
years ago, and additional space will be required before ac- 
tivities can be expanded further. 

Film Reviews: In cooperation with specialists in various 
fields of medicine, surgery, and health education, 55 reviews 
of medical and health films were published in THE JourNAL, 
and 21 reviews were prepared for publication in Today’s 
Health. Cooperation with the Educational Committee of the 
American Academy of Pediatrics has been continued in con- 
nection with the long-term program of reviewing all films in 
this field. During the past year over 220 films were sent to 
21 pediatrician reviewing groups. 
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Much time has been devoted to revising and bringing up 
to date the film source file. It now contains over 4,400 films 
produced for or by the medical profession and is the most 
complete file of its kind. Information contained in this file 
was used in answering 1,504 written inquiries this year. 

Medical Television: As in the past, much time and effort 
were devoted to the coordination of television programs for 
the Clinical and Annual Meetings. This department con- 
tinues to serve as an information center for inquiries on the 
latest equipment, advances and use of the television medium 
as a teaching tool for the medical profession. 

Miscellaneous Activities: The film entitled “The Motion 
Picture in Medical Education” received the Silver Cup 
Award at the Third International Festival of Medicine and 
Scientific Motion Pictures in Turin, Italy. This film has been 
shown also in many medical schools throughout the country. 

Publications included Review Booklet 8 containing all 
reviews appearing in THE JouRNAL during the calendar year 
1956, as well as a new catalog containing a list of the films 
available from the film library. 

A new feature was introduced in THE JourNAL in the 
form of Illustrated Film Reviews of selected outstanding 
medical motion pictures. This feature appears whenever a 
current film of merit is found to lend itself to this type of 
pictorial presentation. It consists of a brief introduction pre- 
pared by the author, followed by approximately 20 illustra- 
tions taken from key points in the film which will best tell 
the story. Each illustration is accompanied by an explanatory 
caption. Due to the enthusiasm expressed by the many physi- 
cians who are interested in these reviews, this feature will 
be continued and expanded during the coming year. 

Cooperation has been maintained with Johnson & Johnson 
in several meetings devoted to the planning and preparation 
of a new film to be produced on emotional problems in gen- 
eral practice. 

As a joint venture of the American Hospital Association 
and the American Medical Association, E. R. Squibb & Com- 
pany is financing the production of a recruitment film for 
subprofessional careers in the field of medicine. Designed for 
senior high school student audiences, it will cover careers as 
aides, technicians, therapists, medical librarians, and nurses. 
Actual production is expected to start in September. 


Bureau of Exhibits 


Exhibits developed and created by the Bureau of Exhibits 
are designed for two distinctly separate types of audiences. 
One group of exhibits is prepared for professional audiences 
at state medical society meetings and other scientific as- 
semblies, and the other for public audiences at health fairs, 
state and county fairs, expositions, and other similar public 
gatherings. 

Medical Exhibits: Medical exhibits for professional audi- 
ences are presented with the cooperation of the various 
councils and bureaus of the Association. During the year 
medical exhibits were shown at five state medical society 
meetings and at 14 allied medical group meetings. On each 
occasion, the Association provided a demonstrator to discuss 
and elaborate on the subject matter contained in the exhibit. 
Occasionally this same procedure is followed when medical 
exhibits are shown at allied health organization meetings. 

Health Exhibits: Throughout the past year there has been 
a continuation of the program established last year of devel- 
oping a library of health exhibits for public showing, devoted 
to basic anatomy and physiology. These exhibits have been 
particularly well received according to reports from state and 
county medical societies. Mechanical counters incorporated 
in the exhibits indicated actual visitor participation in excess 
of 50,000 at one exposition, while more than 26,000 indi- 
viduals participated by operating the Association’s exhibits 
at other expositions. 

Outstanding in this series is an exhibit entitled “Life Be- 
gins,” which has won acclaim wherever it has been shown. 
The two copies of this exhibit containing human fetuses em- 
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bedded in plastic are scheduled for showing, virtually with- 
out interruption, during the entire years of 1957 and 1958. 

The Association has a total of 51 exhibits which are avail- 
able for loan. These exhibits were displayed at 159 locations 
during the past year with an aggregate number of 1,870 
showing days. Distribution was widespread, including 34 
different states. It was necessary to decline 92 requests for 27 
of the Association’s exhibits because of prior commitments 
and insufficient amount of material to meet the demand. 
There is a great deal of interest shown in health exhibits, 
and it is impossible to keep up with the demand. 

Health Fairs: The health education value of health fairs 
and health days by county medical societies and local city 
organizations has been demonstrated on repeated occasions. 
Health fairs and health days were presented this year in 
Akron and Cincinnati, Ohio; Oklahoma City; Long Beach, 
Calif.; and Marietta, Ga. Attendance at some of the fairs was 
in excess of 200,000 persons, and the exhibits from the Asso- 
ciation rated high in popularity. 

Museums: The museums of the country offer exceptional 
opportunities for health exhibits with their ready-made audi- 
ences in a receptive mood. Exhibits from the Association 
have been maintained during the past year at the Cleveland 
Health Museum; Smithsonian Institution, Washington, D. C.; 
and the Museum of Science and Industry, Chicago. Health 
exhibits have also been shown for shorter periods at the 
Roberson Museum, Binghamton, N. Y., and the Cayuga 
Museum, Auburn, N. Y. 

The Director of the Bureau has continued on the advisory 
committee of the Cleveland Health Museum, as consultant 
to the Smithsonian Institution, and as executive director of 
medical exhibits at the Museum of Science and Industry in 
Chicago. 

Bureau of Health Education 


This is the 47th annual report of the Bureau of Health 
Education, which was established as a Council in 1911, and 
became a Bureau in 1922.° It represents the 25th year of the 
incumbency of the present director, who is the fourth indi- 
vidual to hold this position. 


Additional Personnel 

The 1956 and 1957 budgets permitted an addition to the 
Bureau’s staff of an educator to work with Fred V. Hein, 
Ph.D., and Donald A. Dukelow, M.D., in the school health 
project. 

Wallace Ann Wesley, M.S., Hs.D., joined the staff of the 
Bureau as of August, 1956. In the time elapsed since then, 
Dr. Wesley has made outstanding contributions to the work 
of the Bureau, both in the office and in the field. Handi- 
capped for most of her first year by lack of adequate secre- 
tarial help, she nevertheless developed an effective program 
in cooperation with her co-workers and made extensive trips 
to conference and workshops and to fill speaking engage- 
ments. In the office, she has been found valuable in intra- 
department and interdepartment contacts. She has a keen 
critical faculty and an outgoing personality. Her acceptance 
in the field has been more than enthusiastic. 

There have been no other significant changes in the staff 
of the Bureau. 

Office Organization 

The editorial offices of Today’s Health were removed from 
the Bureau of Health Education to the sixth floor. The addi- 
tional space thus made available enabled us to return to the 
original plan for the Bureau offices laid out in 1949, with 
certain modifications. We are now able to have a more 
efficient organization for the handling of radio and television 
stock materials, for the storage of office supplies, and for 
work-table space. Office space has been enlarged, rearranged, 
and improved to a point where the existing personnel of the 
Bureau is now efficiently and comfortably housed. There is, 
however, no room for expansion. 


© Comparative figures for last year are shown in parentheses. 
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Bureau Files 


The Bureau files have been extensively modernized, cur- 
tailed in volume, and made more convenient under the super- 
vision of Mrs. Velma Howard, director of the Association's 
department for filing. Mrs. Howard has instructed most of 
the Bureau personnel in the elements of modern filing an:' 
has greatly enhanced the efficiency of the Bureau’s files. 


Bureau Library 


The Bureau library has been reclassified under the same 
system as the information source files. All the books have 
been renumbered and rearranged, and triple indexed as to 
subject, author, and title. 


“This Week” Magazine Articles 


The series of newspaper articles in cooperation with This 
Week magazine has been continued, although the number of 
articles published has been less than in previous years, owing 
to curtailment of space in This Week magazine. Space short- 
ages are a common experience among all magazines, and, 
therefore, diversification demands the less frequent use of 
features which might be used more often if space permitted. 

The following 18 articles were published during the period 
covered by this report: 


Keep Your Family’s Food Safe 

Myths About Heredity 

Why Some People Stay Young 

Warning: The New Fad Diets 
Can Ruin Your Health 

What You Should Know About 
Artery Diseases 

Don’t Be A Hero 

When Should You Give up 
Driving? 

Want to Live Longer—Feel Better? 

Can You Recognize Mental Illness? 

Emotional Danger Signal-Colitis 

Is Your Health Threatened by 
Radiation? 

When Should You Consider 
Plastic Surgery? 

Take Care of Your Hair 

Comeback from a Heart Attack 


James R. Wilson, M.D. 
Mr. Amram Scheinfeld 
Edward J. Stieglitz, M.D. 
Jean Mayer, M.D. 


Nelson W. Barker, M.D. 
W. W. Bolton, M.D. 


W. W. Bauer, M.D. 


George Stevenson, M.D. 
Aaron Karuch, M.D, 


Fred J. Hodges, M.D. 
W. B. Hamm, M.D. 


W. W. Bolton, M.D. 
Louis N. Katz, M.D. 


When Hypnosis Helps 
Antibiotics: Handle With Care 
The Patients Treat Each Other 


Montague Ullman, M.D. 
Perrin H. Long, M.D. 
Hugh Mullen, M.D. 


Alcoholism—The Secret Disease 


of Million Women!® Sidney S. Grunberg, M.D. 


The editors of This Week magazine continue to regard 
this series as one of their most important features; the 35 
newspapers distributing the copies of This Week magazine 
to approximately 12 million subscribers furnish some of the 
largest health education coverage ever enjoyed by the Amer- 
ican Medical Association. Reader acceptance of the series 
has been good, and there has been practically no professional 
criticism; certainly none of consequence. 


Sex Pamphlets 


The distribution of the 1956 sex education pamphlets in 
response to an article in This Week magazine by Dr. Herman 
M. Jahr early in 1956 continues. The total distribution of 
these pamphlets now exceeds 129,000 copies, and their 
reception continues to be enthusiastic. 

Not only has the current year seen the continued distribu- 
tion of the sex education pamphlets through the channels of 
the American Medical Association but they have also ap- 
peared in book form published by E. P. Dutton & Company. 
The Dutton editions are being distributed through book- 
stores but we have had no report of the sales of these books; 
no royalty report has fallen due. Inquiries have been re- 
ceived by E. P. Dutton & Company looking toward the pub- 
lication of an English edition of these books. These pro- 
posals are now being negotiated. The principal issue seems 
to revolve around the desire of the English publishers to 


* Approved by A. M. A. but not prepared on our request. 
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“Anglicize” the manuscripts to improve their suitability for 
English readers. The American Medical Association has 
insisted and the Dutton Company has agreed that any such 
Anglicized version be approved by the Bureau before per- 
mission is given to publish in England. 


Fitness 


In 1956 the Director of the Bureau reported his inclusion 
in the President’s Conference on the Fitness of American 
Youth, originally announced for Denver in 1955 and _ re- 
scheduled at Annapolis in June of 1956. Since that time the 
Director has been in close contact with the office of the 
President’s Council on Youth Fitness and with Shane Mc- 
Carthy, LL.D., its executive director. The Director of the 
Bureau has now been appointed a member of the Citizens’ 
Advisory Committee to the President’s Council; this is a 
group of 120 citizens appointed as individuals, and not as 
representatives of any group or organization. The composi- 
tion of the Advisory Committee is similar to the personnel 
of the Annapolis conference. It includes educators, coaches, 
athletes, recreation personnel, and a very limited representa- 
tion of physicians in view of the large medical element 
necessarily involved in fitness. Representatives of mass medi- 
ums of communication and of organized labor are included 
in the committee. The committee is scheduled to meet at 
West Point on Sept. 9-10, 1957. 

In the meantime, great capital is being made of the Presi- 
dent’s Commission by those who are interested in physical 
activities, and especially those concerned with sports and 
athletics. Certain commercial athletic interests are doing 
everything in their power to enhance this expansion of sports 
programs as the chief channel to fitness. 

The medical profession has long deplored the extension of 
high-pressure forms of competitive sports and excessive emo- 
tional and physical tensions into the lives of younger chil- 
dren. This extension is now being accelerated. Despite the 
fact that the Annapolis conference definitely stressed the 
broad and comprehensive nature of fitness, embracing not 
only the physical but the mental, moral, social, and spiritual 
phases, much of the activity presently in evidence is along 
the lines of the athletic and the calisthenics aspects of fitness. 

Television, magazines, and newspapers are full of stories 
of the unfitness of American youth; in one reference the 
muscles of American youth were compared to “custard.” Un- 
favorable comparisons of American children with those of 
European countries continue to be circulated. The medical 
viewpoints are given scant consideration, or at the most, 
viewed with polite skepticism. 

Unless the fitness movement is given serious attention on 
an organized basis by the medical profession, it is in great 
danger of being captured by enthusiasts where concept of 
fitness is limited. Many of these have lost sight of the fact 
that sport and activity are intended for the benefit of the 
individual and not the individual for the benefit of the sport. 
Too much emphasis on high pressure competition, too much 
community-consciousness of winning teams, too much im- 
plied condemnation of losing contestants, too much emo- 
tional tension and excessive physical stresses are almost cer- 
tain to result. 

Many of those who believe in practically unlimited com- 
petition at any age have challenged the medical profession 
to show that injury has occurred. They have no concept of 
a preventive viewpoint looking toward the wise use of ac- 
tivities to prevent injury. There have been some studies in- 
dicating that injuries are not a mere figment of the medical 
imagination, but that actually they have occurred. Physicians 
are urged to make known in the medical literature all in- 
stances of physical injuries and emotional problems which 
may in any way be reasonably attributed to excessive pres- 
sures, overmatched competition, or other abuses of activities 
which ought to be normal, healthful, pleasurable and con- 
tributory to the broader concept of fitness. 
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Well-trained physical educators and educators as a whole 
are as keenly aware of the dangers of a runaway physical 
fitness campaign as are the physicians. Close cooperation 
between the two groups should be fruitful in protecting the 
youth of our country against well-meant but excessive en- 
thusiasms, or against deliberate exploitation for personal gain 
or for profit. 

Defense of Research 


The Bureau has been the Association’s repository for 
records concerning the activities of the antivivisectionists and 
for cooperation with the various A. M. A. committees on 
protection of research; at one time the Director was a mem- 
ber of the board of directors of the National Society for 
Medical Research. Since the latter organization now handles 
effectively the entire problem of antivivisectionism, the 
Trustees authorized the Bureau to divest itself of this func- 
tion. Accordingly, the records of the Bureau were offered 
to the A. M. A. Bureau of Investigation and to the National 
Society for Medical Research; each took the materials most 
pertinent to its work. A few historical records remain, but 
the active participation of the Bureau in the campaign against 
antivivisectionism now consists largely of referring cor- 
respondence and problems to the National Society for Med- 
ical Research. 

Correspondence 

Correspondence with doctors and cooperating agencies 
10,359 (9,576); question-and-answer correspondence, 19,621 
(19,505). A total of 761 (477) queries were received from 
the television audience of the Ciba program “Medical 
Horizons.” 

The total correspondence handled by the Bureau was 
30,741 (33,942). 

Manuscript pages of typed copy totaled 7.223 (5.412). 


Questions and Answers 


During the 12-month period ending June 30, 1957, the 
Bureau answered a total of 16,129 (16,490) letters. The 
leading subject of interest was plastic surgery, which brought 
3,232 requests for information and literature. 

The second highest number of requests was for material on 
the subject of medical guidance. These totaled 1,038. This 
was due in large part to an increasing interest of high school 
youth in the medical profession. In third place were requests 
for material concerning books, literature and journals, total- 
ing 940. 

The fourth subject of leading interest was sex education 
for children, which brought 574 requests. Following, in order 
of popularity, were school health, 424; food, 414; mental 
hygiene, 346; diseases of the skin, 313; sex in marriage, 289; 
and heart disease, 269. 

Special mailings of packets of free material to school 
teachers totaled 1489 (1093); 2003 catalogs were mailed 
(1922). 

The Today's Health column “That's a Good Question” 
contained 101 articles—76 prepared by the Bureau, 15 by the 
Council on Foods and Nutrition, 8 by the American Dental 
Association, and 2 contributed by outside consultants. 


Loan Collections 


Kequests tor the various packets of healt caducauion mate- 
rial made available by the Bureau to physicians and pyo- 
fessional workers for use in the preparation of health talks 
for presentation to lay groups totaled 14 (18) for the 12- 
month period ending June 30, 1957. The sources of inquiry 
were; 11 doctors, 1 registered nurse, 2 A. M. A. Auxiliary 
members. 

Leading requests were for material on becoming a physi- 
cian, medical advances, sex education and maternal care, 
with two each, and there were requests for literature on 
heart disease, health in the home, allergy, healthful living, 
digestive disorders, and virus diseases. 
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Manuscripts, Book Reviews, Etc. 


The Bureau staff reviewed 11 (8) books for THe JounNAL 
and 12 (13) for Today’s Health, and prepared 126 (118) 
contributions for Today’s Health (manuscripts, editorials, 
questions and answers, discussion questions, and technical 
ticklers ). 

The staff originated 44 articles and 8 book reviews pub- 
lished in periodicals other than those of the American Medi- 
cal Association; this is exclusive of the 313 articles published 
by the Director through King Features Syndicate under 
special authorization from the Board of Trustees. 

Advice and consultation on manuscripts was furnished 5 
(7) organizations. 

Radio and Television 


Radio: The Bureau continues its watchful evaluation of 
radio in relation to television in order not to commit itself 
to either medium exclusively as long as both are significant. 
Radio continues to be a very active factor. Advertising time 
on radio is constantly sold out, and radio is Hourishing ex- 
actly as it did a year ago as mentioned in the 1956 Report 
of this Bureau. The appearance on the.market of the highly 
portable transistor pocket radio sets increases the radio mar- 
ket to a point where the local medical society cannot afford 
to neglect the use of time on this medium. 

For this reason the Bureau continues to produce for radio. 
During the past year the following radio series have been 
produced: 

(a) Menu for Health is a musical radio series dealing with 
13 important aspects of nutrition. The platters are expertly 
prepared with dramatic presentations and musical trim, and 
with authoritative medical summaries by D. A. Dukelow, 
M.D., of the Bureau staff. The music is by Charles Paul, the 
one-man orchestra; direction by Blair Walliser, producer of 
more than 18,000 radio and 200 television shows; the cast 
is chosen from among the most seasoned radio-television 
film-actors in the industry and is different with each pro- 
gram. 

(b) Harmony and Health is a series of musical programs 
setting forth the music popular in 1890 and at five-year in- 
tervals thereafter up to 1955. In conjunction with each pro- 
gram, the discussion linked with the music is that of the 
most important health or medical topic of the year. In the 
1890's for example, x-ray; in 1900 diphtheria antitoxin; in 
1920 insulin for diabetes; in 1935 the “wonder drugs”, in 
1955 the Salk vaccine; and so on for the intermediate years. 
The program idea originated with Fred V. Hein, Ph.D., of 
the Bureau, and he and William Bolton, M.D., were the 
scientific authorities. Music was by the Charles Paul Trio 
and vocalists “The Fraternalairs” (until recently the Cities 
Service Quartet ). 

(c) A series on surgery to replace the former series called 
“The Story of Surgery” was produced under the title 
Surgery Today. This series was done by hanging a micro- 
phone around the neck of a surgeon and another around the 
neck of the Director of the Bureau standing at the surgeon’s 
elbow in his operating room. The operation was described 
and discussed in the course of the surgical procedure, and 
the recording was made on tape. By intensive editing this 
was reduced to a 15-minute highlight presentation of the 
actual operation, plus an interview with the surgeon which 
carried the educational message. The over-all impact of the 
series was to illustrate the safety of surgery, the greater 
comfort in anesthesia, early ambulation, the importance of 
postoperative and preoperative care, and the fact that surgery 
and safety are determined not by age but by the condition 
of the patient. Thirteen outstanding surgeons admitted us 
to their operating rooms. This series was scheduled for re- 
lease to the county medical societies when the Columbia 
Broadcasting System evidenced an interest in the series. 
Negotiations are now in progress to put the series on the 
Columbia radio network nationwide, and perhaps to produce 
26 additional programs of the same type, also for network 


1018 REPORTS OF OFFICERS 


presentation. All expenses will be assumed by the Columbia 
Broadcasting System, and the first 13 programs will be re- 
leased after use on the network for further local use in areas 
where they have not previously been heard. 

If the surgery series is taken by CBS, it will be replaced 
by a series on Winter Health Hazards, originated by Dr. 
William Bolton. 

(d) Mind Alone is a transcription series on mental and 
emotional health replacing the highly useful but now slightly 
outmoded series “Why Do You Worry?” This new series 
deals with mental health and is prepared in cooperation with 
the Council on Mental Health, one of whose members, Dr. 
M. Ralph Kaufman, agreed to act as a consultant on the 
series and has approved all the scripts. Production is ex- 
pected to take place in the early autumn of 1957. The pro- 
gram titles in the series are as follows: 

As the twig is bent (emotional factors in infancy) 

False courage (parent-child relationships) 

The uncalm sea (adolescence) 

Be a man (courtship, marriage, bachelorhood) 

Thank you, grandma (getting along with relatives) 

The hidden terrors (fears) 

Slow poison (being’on the the wrong job) 

Little joker (getting along with co-workers) 

. The mother who wouldn't let go (psychosomatic medicine) 

10. The unspoken question (emotional) aspects of organic illness 
combined with permanent disability) 

11. Join the world (old age problems other than retirement) 

12. Nothing to fear, but fear (Gnenopause) 

13. The king of easy street (retirement) 


The distribution of electrical transcriptions involved a 
total of 1,074 local units serviced through 281 distributing 
centers. The total number of sets of transcriptions distributed 
was 1,355 from which a total of 20,633 individual broad- 
casts were made. 

The extensive use of electrical transcriptions by many 
stations has caused the Bureau to issue certificates of par- 
ticipation as a token of the Association’s appreciation for 
cooperation. During the year covered by this report, 87 
radio stations which have broadcast 10 or more series of 13 
programs each during the past five years will receive cer- 
tificates. This will make a total of 265 stations since 1954. 

Television: In television the Bureau has undertaken little 
production during the current year, emphasizing the further 
development of television helps and the better distribution 
of the materials on hand. 

The only production undertaken was a series of 20-second 
“spots” intended for delivery to television stations to be used 
at their convenience at the so-called station breaks between 
programs. These spots pointing up important health and 
safety factors were based on nursery rhymes. A typical one: 

Humpty Dumpty drove a fast car 

He wrecked it before he had gone very far 
It took the best surgeons and medical men 
To put Humpty Dumpty together again. 


This jingle delivered in 20 seconds was accompaned by an- 
imated cartoons. The entire series of 10 was offered to county 
medical societies carrying their own name and without cost 
to them. The response thus far has been relatively small. 
The titles in this series are as follows: 


Colds (Solomon Grundy) 

. Road Satety (Humpty Dumpty) 
Isolation (Large Family in Shoe) 
Pointed Toys (Boy from Farmington) 
Cold Prevention (Rainy Weather) 
First Aid (Jack and Jill) 

Long Life (There was an old man) 
Diet (Mary ate a little lamb) 

9. Balanced Meals (Meat and milk etc.) 
10. Food Preservation (Peas Porridge Hot) 


The entire television situation emphasizes further the 
correctness of the Bureau’s previously expressed attitude to 
the effect that television is essentially a local rather than a 
national function. Except for heavily financed programs such 
as the “March of Medicine” by Smith, Kline and French, or 
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Ciba’s “Medical Horizons,” there is little opportunity for net- 
work television of purely educational character aside from 
entertainment programs with educational impacts. The pub- 
lic service time simply is not available. 

Television by the medical profession must be carried out 
locally if it is to be effective. The Bureau, therefore, has 
concentrated on the expansion of its “TV-Tested Televisuals,” 
which it has listed in a catalog available to all county med- 
ical societies. These televisuals consist of charts, diagrams, 
tabulations, and other visual material not readily available 
locally, plus a few three-dimensional models. All this is 
available to county medical societies at no cost. 

Early in 1956 the Bureau recommended to the Trustees 
the holding of another television clinic. The first television 
clinic was held in 1948, in New York, under the auspices of 
the Bureau; the second was sponsored by the Council on 
Medical Education and Hospitals, with particular reference 
to medical closed-circuit television and its techniques; the 
Bureau cooperated. The Trustees approved the 1956 recom- 
mendation of the Bureau and instructed the Bureau and the 
Department of Public Relations to organize a_ television 
clinic at a time and place to be determined, and with such 
participation and cooperation from the television industry as 
could be found practicable. Plans are under way as this 
report is written for the implementation of the instructions 
trom the Trustees. 

The television films “It’s Baby Time,” manufactured in 
January, 1956, with the Director of the Bureau participating 
with Jane Warren, R.N., under the direction of Herbert S. 
Laufman & Co., continue to run commercially under the 
sponsorship of Libby, McNeil & Libby. They have been 
shown in many communities and have been well-accepted 
both by the profession and by the public. The Bureau has 
purchased 13 selected films from the 52 episodes of “It’s 
Baby Time.” These are now being distributed to county 
medical societies on a basis partially commercial and par- 
tially public service. Public service airing of these films is 
being arranged with the films furnished by the Bureau. In 
case a local sponsor acceptable to the local medical society 
becomes available, a switch from public service to commer- 
cial telecasting may be made. The agreement also provides 
that if a station telecasts 13 programs or any portion thereof 
on a public service basis, it shall have priority over com- 
petitors in the same area for the commercial use of the 
remaining films either in the group of 13 or among the 39 
additional available films. It is too early to predict the extent 
of use, but responses indicate a lively business in the dis- 
tribution of these films. 

The series of films “It’s Baby Time” received an award for 
excellence in concept and presentation from the Chicago 
Federation of Advertising Clubs. This is in addition to the 
citation previously received from the Institute for Radio in 
Education at Ohio State University. 

As usual radio and television were handled by the Bureau 
at the Clinical Session in Seattle and the Annual Session in 
New York. The exception is the inaugural telecast which is 
handled by the Department of Public Relations. In sum- 
mary, it may be said that coverage was wide and satisfactory 
at both meetings, particularly so at the New York Annual 
Session, where it is conservatively estimated that the Asso- 
ciation received more than one-half-million dollars worth of 
television time entirely without charge, the only cost being 
that 6? servicing and preparing the programs. 

The distribution of television materials included responses 
to a total of 649 requests. In servicing local television out- 
lets, the Bureau lent three-dimensional models 9 times, charts 
and diagrams 60 times, distributed 225 copies of its listings 
of television helps, and 114 copies of its handbook, “Tele- 
vision in Health Education.” The Bureau booked its scripts 
with film 22 times and its production packets 15 times. Its 
films were distributed as follows: “Operation Herbert,” 28 
times; “What to Do” Series Onc, 24 times; Series Two, 34 
times, Series Three, 32 times. 
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Selected numbers of the five-minute “What to Do” series 
were incorporated into a commercial service production 
along with excerpts of “how to do it” types of film produced 
from such commercial sources as General Electric, General 
Foods, etc. These films were of use to the housewife and will 
give a very wide distribution of the Bureau’s materials at a 
very small expense. 

Radic and Television from Clinical and Annual Sessions 
A. M. A.: Radio and television services other than scientific 
telecasting in color in connection with the Seattle Clinical 
Session and the New York Annual Session were handled, as 
usual, by the Bureau of Health Education. 

At both sessions, in many instances its materials were used 
by well-known broadcasters and telecasters on established 
programs with wide and regular listening audiences. 

Seattle broadcasting stations and the networks were re- 
markably good to the Bureau in coverage of the Clinical 
Session. In fact, you no doubt will agree that the Association 
has had an unusually happy experience from the following 
summary of coverage. 

Television: 3 live and 8 film coverages; radio: 8 coverages 
and 4 interviews on the Voice of America. Some of this cov- 
erage was on networks and nationwide. 

At the New York meeting there were 26 network programs 
and 27 local programs utilized on television. The radio cov- 
erage in New York included 14 network programs, 6 tape 
recordings for the Voice of America, and 15 local programs. 

Local Broadcasts: One local radio program and five tele- 
vision broadcasts were given by the staff of the Bureau in 
connection with meetings being attended in several states. 


Health and Fitness Division 


The Health and Fitness Division, staffed by three consul- 
tants, Donald A. Dukelow, M.D., Fred V. Hein, Ph.D. and 
Wallace Ann Wesley, Hys.D., functions as an integral part 
of the Bureau of Health Education. Consultative services on 
the medical and educational aspects of school health and on 
administrative and interprofessional problems in school 
health are offered by this physician and educator team to 
state and local medical societies, voluntary and governmental 
agencies in education and public health, colleges and uni- 
versities, and others concerned with the health of school aged 
children. 

During the past year the three consultants accepted invi- 
tations in 27 states, the District of Columbia, and Canada 
to deliver 62 addresses and to take part in 86 conferences, 
institutes, annual meetings, and conventions of health edu- 
cation or other organizations and to perform a variety of 
other services. In nearly every instance such engagements 
included a number of assignments. Altogether the consul- 
tants’ travel covered 74,140 miles. Demand for consultant 
services regarding school health practices and policies has 
steadily increased until it has become necessary to decline 
many invitations each year because of the limitations of 
the staff. 

The Sixth National Conference on Physicians and Schools, 
sponsored by the American Medical Association, is to be held 
Oct. 30 to Nov. 2, 1957, under the auspices of the Bureau 
of Health Education at the Hotel Moraine, Highland Park, 
(ll., which has been planned by the consultants in health and 
fitness during this year. As was true of the fiv» previous con- 
terences, the Sixth National Conference will be an invitation- 
al affair, attended by some 200 representatives of state and 
territorial medical associations, health departments, educa- 
tion departments, and delegates trom a number of national 
voluntary and governmental health and educational agencies. 
More than 60 consultants drawn from the professions of 
medicine, education and public health will serve as leaders 
for 10 discussion groups concerned primarily with relation- 
ships of physicians to the school health program. 

The National Conterences on Physicians and Schools have 
stimulated many state and local conferences of a similar 
nature covering school health. The consultants have partici- 
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pated in planning and conducting many of these mectings 
and within the limits of available time, their services are 
wvailable to state associations for such purposes. 

In preparation for the Sixth National Conference in health 
wnd fitness, the consultants are conducting a limited norma- 
tive survey of state medical society activities in the field of 
school health. A previous report covering the same areas of 
endeavor was published in October, 1955, under the title, 
“Survey Report of School Health Activities of State Medical 
Associations.” The new survey, based on information sup- 
plied by the state medical associations, will bring the earlier 
report up to date and summarize recent efforts by constituent 
state societies in the field of school health. 

One of the educational consultants (Hein) finished his 
term as a member of the Joint Committee on Health Prob- 
lems in Education of the National Education Association 
and the American Medical Association with the annual meet- 
ing ending March 13, 1957. At this year’s meeting of the 
committee, he completed his seventh year of service as secre- 
tary. The medical consultant (Dukelow) was appointed by 
the Trustees to succeed Dr. Hein as an A. M. A. member of 
the Joint Committee and was elected secretary. All three 
consultants provide assistance to the Joint Committee in a 
number of ways and particularly as technical assistants to the 
several subcommittees concerned with Joint Committee proj- 
ects and publications. 

The medical consultant (Dukelow) continues in a con- 
sultative capacity to the Council on Medical Service. He 
serves as a consultant to the Committee on Maternal and 
Child Care, liaison between the child health activities of the 
Council and those of the Bureau of Health Education, as 
these relate to school health programs. Dr. Dukelow also has 
served as health education consultant to the Joint Committee 
on Medical Care for Industrial Workers of the Council on 
Medical Service and the Council on Industrial Health. A 
recent assignment is as liaison between the Bureau of Health 
Education and the Committee on Relationships Between 
Medicine and Allied Health Agencies of the Council on 
Medical Service. This involves interagency and interprofes- 
sional relationships. 

One of the educational consultants (Hein) served in a 
consultative role to a subcommittee of the A. M. A. Com- 
mission on Medical Care Plans which wes concerned with 
college health services. In this capacity he met with the sub- 
committee and provided them with background material and 
data relating to this particular area of study. 

During the current year, as in the past, the consultants in 
health and fitness have assisted the Bureau Director in the 
preparation of several transcription series and other radio 
and television programs. This involves aid in developing 
ideas, gathering appropriate materials, review of scripts to 
determine their scientific accuracy and educational implica- 
tions, and, on appropriate Occasions, serving as consultants 
or participants at the time of production. 

Health education films, particularly those used for visual 
education in the schools, are important educational mediums. 
The consultants have advised on the production of films and 
film strips for classroom instruction in health subjects. Within 
limitations, they review films for health education of the 
public and those used for classroom instruction in health 
to determine their technical accuracy and applicability. In 
certain instances, the consultants make use of appropriate 
films from the library of the Committee on Medical Motion 
Pictures in connection with their Association responsibilities 
in the field. 

Considerable consultant time is given to conferences, meet- 
ings and institutes conducted by universities, teachers’ col- 
leges, municipal boards of education, state departments of 
health and education, and other agencies to improve under- 
standing of school health services, school health education, 
and healthful school living. These in-service education proj- 
ects vary in length from two days to two weeks and are at- 
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tended by teachers, school administrators, college faculty 
members, parents, physicians, dentists, nurses, and others 
concerned with child health. 

The consultants have served at the request of various 
groups in Arkansas, California, Canada, District of Columbia, 
Florida, Illinois, Iowa, Kansas, Maryland, Massachusetts, 
Michigan, Minnesota, Missouri, Nebraska, New Hampshire, 
New Jersey, New York, Ohio, Oklahoma, Oregon, Pennsyl- 
vania, Rhode Island, Texas, Vermont, Virginia, Washington, 
West Virginia, and Wisconsin. 

The consultants have cooperated with several national 
agencies and attended their national conferences. Dr. Hein 
has attended the School and College Conference of the 
National Safety Congress, the Joint Committee on Health 
Problems in Education of the National Education Association 
and American Medical Association of School Administrators, 
the American Public Health Association, Western Branch 
Public Health Association, the Society of State Directors of 
Health and Physical Education, the American Association 
for Health, Physical Education and Recreation, National 
Conference on Health Education for Teachers, National Con- 
gress of Parents and Teachers, American College Physical 
Education Association, National Conference on Intramural 
Sports, and the National Society of Public Health Educators. 

Dr. Dukelow has participated in the activities of the Na- 
tional Safety Congress, the National Tuberculosis Association 
and several of its state affiliates, the Joint Committee on 
Health Problems in Education of the National Education 
Association and American Medical Association, the American 
School Health Association, the American Association for 
Health, Physical Education and Recreation, the American 
College Health Association, the New England Health Asso- 
ciation, the National Congress of Parents and Teachers, the 
National Council of the Boy Scouts of America, the National 
Education Association, the Educational Film Library Asso- 
ciation, the American Academy of Pediatrics, the American 
Public Health Association, the Society of Public Health Edu- 
cators, the National School Boards Association. 

Dr. Wesley has participated in the activities of the Ameri- 
can Association for Health, Physical Education and Recrea- 
tion, the American School Health Association, the National 
Education Association, the National Association for Physical 
Education of College Women, the American Physical Ther- 
apy Association, the National Tuberculosis Association, the 
National Association of Higher Education, the National 
Congress of Parents and Teachers, the Illinois Health, Physi- 
cal Education and Recreation Association, the Illinois Public 
Health Association, and the Joint Committee on Health 
Problems in Education of the National Education Associa- 
tion and the American Medical Association. 

The consultants have also participated in the orientation 
of foreign visitors and graduate students to the Bureau, par- 
ticularly in reference to school health policies and programs. 
During the past year, individuals or parties from many coun- 
tries and students from a number of universities have been 
welcomed to the Bureau offices. 

The consultants have contributed articles and reports to 
various periodicals including THE JourNnav of the American 
Medical Association, Today’s Health, the Journal of School 
Health, the Journal of the American Association for Health, 
Physical Education and Recreation, National Parent-Teacher, 
the Philippine Journal of Health, the journals of state and 
regional medical and education associations, and This Week 
magazine. The medical consultant (Dukelow) serves as a 
medical editor and consultant to This Week magazine in 
checking the medical accuracy of the health articles pub- 
lished with Association endorsement. The educational con- 
sultant (Hein) is serving as editor for a yearbook on the 
health of teachers being produced cooperatively by the 
American Association for Health, Physical Education and 
Recreation. Dr. Wesley has contributed to the American 
Association for Health, Physical Education and Recreation 
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book, “Fit To Teach,” and has contributed to the Philippine 
Journal of Health. The addresses and informal discussions of 
the consultants have also appeared in many state publica- 
tions and reports of proceedings. 

For the 11th year the consultants have prepared discussion 
questions on the articles in Today's Health to aid teachers in 
using the Association’s health magazine as classroom health 
education material. The questions are developed for each 
issue published during the school year and sent to all inter- 
ested schools subscribing to Today's Health. 

As a means of promoting healthy interprofessional and 
interagency relations between the American Medical Associa- 
tion and other educational and health agencies concerned 
with school health, community organization and health pro- 
motion, the consultants are active in the work of many associ- 
ations. The Board of Trustees or the General Manager has 
approved membership or participation in many organizations 
or activities. 

Within these organizations and in numerous other agencies 
in which the consultants do not maintain active membership 
they seek to advance school and child health interests by 
accepting invitations to address or confer with participants 
at meetings called by such agencies. Services of this nature 
have been provided for state and local medical associations 
and their auxiliaries, various councils, bureaus and com- 
mittees of the American Medical Association, various na- 
tional and state health agencies, public health and educa- 
tion departments, parent-teacher associations and professional 
education associations and other similar groups. As a matter 
of policy, the medical association of the state and county in 
which such meetings are held are always given advance 
notice of the presence in their vicinity of a consultant from 
the Bureau of Health Education. 

A considerable correspondence covering all aspects of the 
school health program as well as related interests is carried 
on with students, teachers, school administrators, physicians, 
medical societies, and the many agencies concerned with the 
health of the school-aged child. So far as possible, questions 
are answered in terms of the local situation as the consultants 
know it from their field experience, or in terms of policies 
evolving from the various conferences they attend. Much of 
this correspondence is supplemented by the pamphlets pub- 
lished by the Bureau of Health Education. 

The pamphlets that have been the basis of the school 
health consultation services continue in their usefulness and 
popularity. These are used extensively by physicians in their 
offices for teacher education, in community coordination, and 
in planning health administration in the school. Budgets 
granted by the trustees permit liberalized distribution policies 
tor the popular pamphlets entitled “Suggested School Health 
Policies” (Revised Edition 1956) and “Health Appraisal of 
School Children,” as well as the reports of the National 
Conferences on Physicians and Schools. These can now be 
made available in limited quantities to state medical asso- 
ciations and medical schools. 


Bureau Publications 


Pamphlet Production and General Printing: The Bureau 
now carries 303 (283) health education pamphlets as regular 
A. M. A. stock in addition to offering 44 (43) reading lists. 
During the year it added 43 (31) new titles, 40 (27) of 
which were reprinted trom Today's Health and 3 (4) of 
which were specially written. Additional printings to re- 
plenish the stock were ordered tor 43 (76) titles, and 47 
(42) titles were discontinued. Six additional Today's Health 
articles were reprinted for the authors or others but not put 
into A. M. A. stock. 

In addition to the pamphlets, the Bureau prepared 4 (5) 
new promotion folders for its electrically transcribed radio 
series, an announcement folder for the “It’s Baby Time” 
award-winning television film, and 2 inserts for the Tele- 
visuals booklet. 
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Advertising, Promotion, and Sales: The Bureau has ap- 
proximately 51 (48) filler ads, in a variety of sizes, which 
are written and maintained for use in A. M. A. publications. 
A special ad was written to appear in the Convention issues 
of Nursing Outlook. The Bureau continues to design a third- 
page ad each month for Today's Health, publicizing its 
electrically transcribed radio series. A special ad was pre- 
pared for the This Week magazine's compilation of A. M. A. 
health articles, “How to Enjoy Good Health.” 

In 1955 the My Baby magazine listed the Bureau's catalog 
in an offer of free material and 44 (1,194) requests were 
received in the current year from that old offer. Its catalog 
of publications was also offered to readers of the Bulletin of 
the Women’s Club Service Bureau during 1955, and 1,350 
(79,297) catalogs were sent in response to requests from 
various women’s clubs as a result of that offer. 

Interest in the new sex education series continues to be 
extensive. The promotion piece, which includes an order 
blank, has been distributed in requesting physicians, medi- 
cal societies, teachers and leaders of youth groups—35,000 
(75,000) of the flyer have been distributed. 

Orders on a coupon which appeared in This Week maga- 
zine on Aug. 21, 1955, accompanying an article on child 
training by Herman Jahr, M.D., are still being received— 
1,052 (28,788) orders for 3,801 (96,775) booklets have been 
filled. Mailing has been handled by the Repass Letter Service 
through A. M. A. Services, Box 8610-A. 

During the vear the Bureau distributed 100,000 (175,000 ) 
copies of its catalog, “Publications About Your Health.” 
Fifteen organizations list either the Bureau’s catalog or some 
of its pamphlets in their own catalogs. 

The Bureau’s literature (14,894 items) was exhibited and 
distributed at mectings, workshops, “Health Days,” “Career 
Days,” state and county fairs and by schools and Parent- 
Teacher Associations. 

Six hundred thirty-nine (548) letters were answered, from 
individuals, organizations inquiring either about available 
literature, reprint permissions or the possibility of obtaining 
reprints of Today’s Health articles. 

Reprint Permissions: The increasing appeal of Today's 
Health is evidenced by the ever-breadening use of Today's 
Health articles by consumer magazines, technical and profes- 
sional journals, house organs, religious and fraternal maga- 
zines, newspaper supplements, foreign publications and the 
United States Government. 

Permission has been granted during the past year for 
Today's Health articles to be used on “Voice of America” 
broadcasts; in Braille publications; on “talking bool.” records; 
and in periodicals in at least 13 foreign countries or lan- 
guages. 

Reprint rights for 49 (34) articles and 6 cartoons from 
Today’s Health were worth $1,419.00 ($1,526.70) to 24 (11) 
publications during the past year. Three of these ($145) 
granted the use of Today's Health material for use in one 
college and two elementary school textbooks. 

Complimentary reprint permissions were granted to 151 
(132) publications for the use of 218 (168) articles, 5 car- 
toons, and 2 verses. Of this number 23 items were for in- 
clusion in 8 textbooks and 5 other bound volumes. Eighteen 
house organs or company publications asked for and received 
the right to use 26 articles. Ten articles were used by cight 
publications for the blind. 

Meetings and Conterences 

The Bureau staff traveled 129,881 (107,542) miles to 
attend meetings or address audiences in 32 (34) states, the 
District of Columbia, and Canada. Audiences numbered LOO 
(153) and totaled 18,652 (16,569) persons. For various 
reasons, it was necessary to decline 90 (87) engagements. 


Cooperative Relationships 


The Director serves as the official representative of the 
American Medical Association on the following committees: 


REPORTS OF OFFICERS 1021 


Advisory Committee to the President's Council on Fitness 
National Citizens Committee for Educational Television, Advisory 
Council 


Cleveland Health Museum, National Advisory Board 


A. M. A. Committee on Medical Aspects of Automobile Injuries and 
Deaths 
Satety Organization Subcommittee on Organized Public Support of 
the President’s Highway Safety Conference 
National Congress of Parents & Teachers, Advisory Committee on 
Health and Summer Round-Up 
National Safety Council: 
Home Satety Conterence 
Advisory Committee on Organization and Policy 
American College of Preventive Medicine 
Chairman, Council on Public Health Education 


United States Government Agencies: The Bureau con- 
tinues to cooperate by correspondence or otherwise with 
government agencies. Materials or information have been 
furnished during the past year to 15 government agencies. 


Joint Committee on Health Problems in Education, A. M. A.-N. E. A. 


The Joint Committee held its annual meeting at the Ameri- 
can Medical Association offices in Chicago, March 11-13, 
1957. This committee, which was formed in 1911 and is one 
of the oldest joint committees of either organization, meets 
alternately in the headquarter buildings of the two parent 
associations. The major function of the Joint Committee is 
to consider principles and policies affecting the health of 
children and youth which are the mutual concern of the two 
professions. 

The chief business of the committee this year was a dis- 
cussion of the reports of subcommittees concerned with the 
preparation of several pamphlets, planning promotion pro- 
cedures for the new book on “Healthful School Living” now 
in the process of publication and the review of many con- 
ferences recently held or to be held. 

“Health Appraisal of School Children,” developed by the 
committee, is now in process of revision. New pamphlets 
authorized for future development include “Health Exami- 
nation of School Personnel,” “Pupil Transportation,” “Check- 
list for School Health,” and a revision of “Mental Hygiene in 
the Classroom.” The committee authorized a revision and 
reprinting of the book “Health Education” last revised in 
1948. These new and revised books and brochures will be 
distributed by both the National Education Association and 
the American Medical Association. 

During the 1957 sessions, it was announced that more than 
120,000 pamphlets from the sex education series, published 
by the Committee a bit more than a year ago, have been 
sold. ‘This series includes five booklets, four of them for 
children and youth of various ages beginning with the young 
child, and the other an instructional guide for parents, 
teachers and youth leaders. During the vear the two associa- 
tions distributed nearly 68,000 other pamphlets and 3,700 
of the two books prepared by the Committee. 

New subcommittees were appointed to begin work on re- 
vision of “Health Education,” revision of “Health Conditions 
Affecting the Personality of School Youth,” and revision of 
“The Physical Educator Asks About Health.” 

The Committee adopted resolutions on several subjects. 
These are briefly abstracted as follows. 

L. Reattirm its support of programs leading to the im- 
proved fitness of our young people and reiterated the beliet 
that fitness can be judged only through appraisal of all as- 
pects of organic, psychological, and social growth. 

2. Physical education in schools and colleges cannot be 
safely curtailed or overlooked. 


3. Reattirmed its recommendations relative to adequate 
time, facilities and personnel for health in both school and 
college curriculums. 

4. Endorsed the policy statement of the American Acad- 
emy of Pediatrics on competitive athletics for children 12 
years of age and under. 
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5. Recognized the need for dentists to work with educa- 
tors, physicians, public health personnel, and others con- 
cerned with the development and improvement of school 
health programs. 

6. Endorsed the phliosophy expressed in the program of 
continuous health supervision promulgated by the National 
Congress of Parents and Teachers and commended the exten- 
sion of such programs. 

7. Urged the full utilization of the opportunity for pro- 
tection against poliomyelitis by Salk Vaccine. 

Delbert Oberteuffer, Ph.D., was reelected chairman for 
1957-1958. E. H. Pawsat. M.D., was elected vice chairman. 
F. V. Hein, Ph.D., who has served eight vears as secretary 
ended his term on the Joint Committee with this meeting. 
His successor, D. A. Dukelow, M.D., was elected secretary. 


Bureau of Medical Economic Research 


The period covered by this annual report is from July 1, 
1956, to June 30, 1957. During that year the Bureau pub- 
lished bulletins 102-102A and 103, and miscellaneous publi- 
cations M-105 to M-108. Approximately 32,000 copies of all 
Bureau bulletins and 84,000 copies of all Bureau miscel- 
laneous publications were distributed. Current activities of 
the Bureau include completion of the manuscript and tables 
for bulletin 104 (The Burden of Accident Cases on Hos- 
pitals ), editing and coding on bulletin 105 ( Totality of Phy- 
sicians’ Service in Hospitals), and a series of articles re lating 
to the Director’s four-month study in Australia and New 
Zealand on the effects of the aging electorate on the welfare 
state trends. Bulletin 104 deals with the role of accidents 
among discharged hospitalized patients. Bulletin 105 will 
present data on the age, sex, length of stay, diagnosis, and 
operative procedures for every hospitalized person dis- 
charged during the third week of October, 1956. Both of 
these bulletins are phases in a five-year study to estimate the 
totality of services physicians provide in the hospital, office, 
and home. In addition, the Director plans a revision of sev- 
eral past public ations of the Bureau, including bulletin 84 on 
physicians’ incomes, bulletin 101 on the distribution of med- 
ical school alumni, and a publication on current data for 
medical care expenditures. Judging trom the volume of writ- 
ten and oral inquiries, the Bureau should make another study 
of physicians’ incomes. In 1951, according to the Depart- 
ment of Commerce, the average level of physicians’ incomes 
in the United States was 122% higher than in 1929, and the 
average level of the incomes of all gainfully employed people 
was 125% higher. A check is needed to determine if this 
similarity in the rate of increase has continued since 1951. A 
sample study of medical care costs is also needed. 

Much of the staff work during this past vear has been on 
the five-year study mentioned above, and much work re- 
mains to be completed. The first item in this series, bulletin 
97, presented data on the age and sex distribution of pa- 
tients treated by physicians in hospitals. Bulletin 102-102A, 
“Some Categories of Patients Treated by Physicians in Hos- 
pitals,” the second publication in this extensive study, was 
restricted to some of the larger and more easily defined cate- 
gories. Hospitalized inpatients discharged trom the nearly 
7,000 hospitals in the U. S. during 1954 were distributed as 
follows: One or more surgical procedures were performed on 
8,100,000 discharged inpatients, or 39.47 of the 20,700,000 
inpatients discharged during the year; 3,800,000 or 18.467 of 
this total were obstetric cases (exclusive of Cesarean sec- 
tions); 1,000,000 or 4.96% were hospitalized for cardiac 
disease; 585,000 or 3.067 were hospitalized for malignant 
neoplastic disease; 720,000 or 3.6% were hospitalized for 
fractures; 1,100,000 tonsillectomies (including T and A) 
were performed on 1,100,000 or 5.40% of the discharged in- 
patients; and appendectomies, with the diagnosis of chronic 
or acute appendicitis only, were performed on 500,000 or 
2.4% of the discharged inpatients. These data indicate, of 
course, only a portion of the totality of physician services 
rendered during the vear to hospitalized inpatients. 


J.A.M.A., Oct. 26, 1957 


The next phase in this study after the completion of bul- 
letin 105 will be the collection of similar information from 
physicians regarding patients seen in the office and in the 
home. When all data are collected, correlated, and evalu- 
ated for publication in 1958 or 1959, the Bureau will have 
presented a rough estimate of the totality of services rendered 
annually by physicians to the American people. It will then 
be possible tor the first time to present a counterpart to the 
total expenditures of the American people for medical care; 
the value side as well as the cost side of physicians’ services 
will then be delineated. 


A New Nomenclature Tool 


Out of this present study of 300,000 discharged patients 
will come a new and important tool for physicians. Approx- 
imately 6,000 of the 7,000 hospitals reported to us the age, 
sex, duration of stay, the final diagnosis for which the patient 
was hospitalized, additional diagnoses, if any, and the oper- 
ative procedures, if any, of the patients discharged during 
the seven days starting Oct. 21, 1956. In listing the diagnosis 
for each patient the hospitals were instructed to use the code 
numbers in the A. M. A. publication Standard Nomenclature 
of Diseases and Operations, fourth edition. 

This mass of data has presented the Bureau staff with a 
problem almost as difficult to solve as was presented by the 
medical service area study several years ago. In addition to 
the routine work of editing and coding the information for 
each of 300,000 patients, the problem involved was how to 
group the 9,000 or more different diagnoses into a manage- 
able number for cross-classification, say 200 groups. 

As in previous studies in this series, it is planned to cross- 
classify the results by diagnostic categories (or groups) re- 
quested in the questionnaire, as well as by the size of hos- 
pital, the type of hospital, and the state or region of the 
country, and the patient’s age, sex, and duration of stay. 
This problem of grouping was presented on several occa- 
sions to the editor of the fourth edition, Dr. Edward 'T. 
Thompson, and associate editor, Adaline C, Hayden, as well 
as to Dr. Lull and Dr. Smith. Although the Standard Nomen- 
clature code numbers are clearly the best method of gather- 
ing the original data on patients, they do not provide a 
grouping of diagnostic categories. For example, segregating 
all cases of malignant tumors by Standard Nomenclature 
code numbers in IBM punch cards is now a very awkward 
and expensive procedure. 

The Director is happy to state that Dr. Thompson and 
Mrs. Hayden are now preparing approximately 160 classes 
into which the 9,000 diagnostic categories can be grouped. 
In our study we shall test these 160 groupings and hope that 
out of this cooperative effort there will come a permanent 
addition to Standard Nomenclature which will enable orig- 
inal data to be gathered trom the original source by Standard 
Nomenclature code numbers and then permit the reports to 
be made in terms of only 160 broad groups. When this is 
done, the one major disadvantage of using Standard Nomen- 
clature for statistical purposes will be eliminated. 


Other Publications 


Bulletin 103, “Physician Mortality, 1949-1951,” examined 
the deaths of 10,738 physicians, 1949-1951, relative to a 
1950 physician population of 204,450. Four miscellaneous 
publications, M-105 to M-108, were published during the 
year. Miscellaneous publication M-105, “State Polls on the 
Coverage of Physicians Under Old Age and Survivors Insur- 
ance,” summarizes the attitudes of thousands of members of 
the state medical associations on questions relating to the 
coverage of physicians under the OASI provisions of the 
Social Security Act. M-106, “Medical Care Expenditures and 
Prices, 1955,” is a supplement to Bureau bulletin 99, which 
analyzed personal consumption expenditures for the period 
1929-1953. Material from both bulletin 99 and M-106 has 
been widely quoted, Publication M-107 is a reprint of an 
editorial from ‘THe JOURNAL concerning the five-year study 
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discussed above. The fourth publication, M-108, “Anderson 
Versus the U. S. Department of Commerce,” reviews a 
national survey sample of 2,809 families done by the Health 
Information Foundation on family medical costs, insurance 
coverage, and benefits. 


Other Activities 


The Director and the Associate in Economics, Mr. Leonard 
W. Martin, participated in several programs, among which 
were a discussion of medical economics before first-year stu- 
dents of a medical school, several addresses before state and 
county medical societies, and the presentation of a paper on 
physician mortality before the annual meeting of the Con- 
ference of Actuaries in Public Practice. This paper on phy- 
sician mortality was published in the proceedings of the con- 
ference. 

The Director also participated in the 10th Tax Conference 
of the Canadian Tax Foundation in Montreal, discussing pen- 
sions for the self-employed. In April, 1957, the Canadian 
Parliament did pass a counterpart to the Jenkins-Keogh bills; 
Great Britain had done so late in the summer of 1956. The 
Director, with the approval of the General Manager, became 
a member of the Advisory Council of the National Awards 
Competition of which Mr. Herbert Hoover is the chairman. 
The essay contest is an activity of the Foundation for Volun- 
tary Welfare, and is designed to encourage private activities 
and organizations in the field of social welfare. The Director 
continues to be a member of the Advisory Committee to the 
U. S. Bureau of Labor Statistics on the indexes of consumer 
and wholesale prices. 


Four Months Down Under 


The Director was granted a leave of absence by the Board 
of Trustees to make a study in Australia and New Zealand. 
He left Chicago on Jan. 7 and returned on May 18. Most 
of the travel and other expenses were financed by a grant- 
in-aid from a research foundation. A full-scale report of this 
research project will be presented in THE JouRNAL, probably 
in three or four separate articles. 


Directory-Biographical Department 


The Directory-Biographical Department carries on not 
only the work of compiling and distributing the American 
Medical Directory but also the equally important task of 
maintaining biographical records for the convenience and 
information of other departments, councils, and bureaus of 
the Association, the medical profession, and the general 
public. 

The sale of the 19th edition of the Directory, which was 
issued in June, 1956, reached a total of 16,405 copies by 
July 1, 1957, and it is expected that the few hundred copies 
remaining in stock will have been sold before the 20th edi- 
tion becomes available in September, 1958. 

An analysis of the subscriptions received for the Directory 
demonstrate that the book fulfills a professional, rather than 
a commercial, need. A comparison of the sale of the last two 
editions indicates the following distribution of copies: 

1956 Edition, 1950 Edition, 
Hospitals, clinies 2” Is 


Commercial organizations ............... 15 1? 


Insurance companies 5 3 

100 100 


In addition to the income received through the sale of 
the Directory, revenue to help defrav the cost of compilation 
is received from subscribers to the Directory Report Service. 
This supplementary service is offered on subscription and 
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service-fee basis to large mailers of circular material and to 
seven authorized addressing companies, providing semi- 
monthly reports of changes recorded in the biographical files. 

From the time that the forms closed on the 1956 edition 
of the Directory, the Directory Report Service has included 
information on 17,721 physicians added to the biographical 
records. It has also recorded 62,792 changes of address (of 
which 40,130 were changes from one city to another, and 
22,630 were local changes ), 14,537 other changes not involv- 
ing the address, and it has listed the names of 6,041 physi- 
cians who have died. 

Simultaneously with the recording of such changes during 
the past year, preparations have gone forward to provide for 
the publication of the 1958 edition from IBM records instead 
of from manual card files. It was necessary, therefore, to con- 
vert to a machine record the manual card (classified card) 
maintained for each physician. 

The work of verifying the data on the classified card, 
which contains the information published in the Directory, 
began April 1, 1957, and is scheduled to be completed in 
September, 1957. The resulting IBM card will be used, for 
this edition, as copy for production of the book by letter- 
press methods. 

The new, 20th edition will differ in several respects from 
previous editions of the Directory. The book will omit the 
medical practice acts of the states and provinces, and will 
list only one address for each physician. Previous editions 
included the residence address as well as one or more office 
addresses. 

Another major change will be the deletion of membership 
symbols. The names of members of the American Medical 
Association and of the Canadian Medical Association will be 
listed in capital letters; the names of all other physicians 
will be printed in lower-case letters. 

Because of limitations of space, the middle names of phy- 
sicians will be reduced to initials in both the body of the 
book and the index. In this edition, physicians temporarily 
on active duty in government service will be listed in the 
front section of the book, along with career officers. One 
specialty—aviation medicine—has been added to the list of 
approved specialties. 

Among the important additions to the new Directory will 
be a numbered code to show the type of practice, indicating 
whether the physician is or is not in private practice, and 
his type of practice within these two areas. To facilitate the 
compilation of the book, a cut-off date of July 1, 1957, was 
adopted for most of the data to be used in the 1958 Direc- 
tory. Specialty practice will also be included in the data of 
each physician who has furnished this information. 

Despite the concentration of effort on the conversion of 
records to IBM cards, the Department during the past year 
continued to serve as a clearing house of information on the 
medical profession. Information is supplied in answer to a 
volume of telephone and mail inquiries; applications for- 
warded by constituent associations, examining boards in 
medical specialties, and national organizations are checked; 
and statements made on license applications are verified. 
The Department, principally through the semimonthly Direc- 
tory Report Service, furnishes the basic information for the 
IBM files maintained for statistical purposes by the Bureau 
of Medical Economic Research. 

The Department also works closely with the Bureau of 
Investigation, supplying biographical information to assist the 
Bureau in verifying the identity of persons on whom in- 
quiries have been received. 

The Directory-Biographical Department regularly checks, 
for various headquarters units, information on members, 
authors, participants in meetings and conferences, prospec- 
tive advertisers, and other correspondents. Every effort is 
made to supply, insofar as facilities are available, the in- 
formation on the medical profession requested by alumni 
associations, medical societies, and allied organizations. 
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Machine Records Systems Department 


The Machine Records Systems Department was originated 
on Aug. 6, 1956. The Department was established to (1) 
adapt to machine processing as many of the Association's 
records as appear feasible; (2) coordinate and integrate the 
various records maintained by the American Medical Associ- 
ation in the most efficient and economical manner possible, 
and, consequently, eliminate duplication of effort by indi- 
vidual departments; and (3) process statistical studies by 
machine methods for any department desiring such service. 

An IBM methods analyst was hired and appointed as co- 
ordinator of the Machine Records Systems Department. The 
machine room supervisor was appointed as his administrative 
and technical assistant. 

The initial major task of the department was the conver- 
sion of the manually maintained Directory Department rec- 
ords to machine processing. This task is in the advanced 
stages of accomplishment. The index and biographical data 
sections of the next Directory will be produced from copy 
prepared from IBM tabulating cards. 

American Medical Association membership, American 
Medical Education Foundation, and intern-residency records 
are already maintained on machine-processed punched cards. 

Numerous special statistical reports were processed for 
the Law Department, Bureau of Medical Economic Research, 
Business and Advertising Department, and the Council on 
Medical Service. 

Respectfully submitted, 


Epwin S. Hamitton, M.D., Chairman. 
Leonarp W. Larson, M.D., Vice Chairman. 
JuLIAN P. Price, M.D., Secretary. 
JaMeEs Z. M.D. 

F. J. L. BLasincAMg, M.D. 

Georce M. Fister, M.D. 

Hucu H. Hussey Jr., M.D. 

RAYMOND M. McKeown, M.D. 

CLEON NaFE, M.D. 

Davip B. ALLMAN, M.D. 

GuUNNAR GUNDERSEN, M.D. 

Jesse Hamer, M.D. 

J. J. Moore, M.D. 

E. Vincent Askey, M.D. 

Louis M. Orr, M.D. 


REPORT OF THE JUDICIAL COUNCIL 


To the Members of the House of Delegates of the American 
Medical Association: 


Activities During Past Year 


This report covers the activities of the Judicial Council 
from July 1, 1956, to June 30, 1957. During that period the 
Judicial Council has held two meetings. Through the co- 
operation of inquirers and because of the geographical loca- 
tion of parties to the appeals considered, it was possible dur- 
ing the past year to arrange agendas so as to obviate the 
necessity of additional meetings. 

The members of the Council have on several occasions ad- 
dressed student bodies of medical schools on the subject of 
medical ethics, and the Chairman of the Council has partici- 
pated as a member of the Commission on Medical Care 
Plans. 

Jurisdiction of Council 


Some time ago, after an appeal to the Council had been 
decided, the unsuccessful party asked why the jurisdiction of 
the Council was limited to questions of law and procedure 
and did not extend to questions of fact. 

The House of Delegates established the limitation of the 
jurisdiction of the Council, which does not differ greatly 
from jurisdiction of our civil appeal courts. Until the House 
changes the jurisdiction, the Council and members of the 
Association are bound by it. 


J.A.M.A., Oct. 26, 1957 


The purpose of the limitation, essentially, is to prevent 
the appellate body from substituting its judgment on the 
facts for the judgment of the trier of the facts. The reason 
for this is that the trial body sees and hears the witnesses 
and their evidence. It determines the truth from that which 
has been physically before it. In the case of an appeal, which 
is heard on a record of what was said at the trial level, there 
is no opportunity to hear and see witnesses. The record is 
reviewed to make certain that the facts available to the trial 
body were material and sufficient to support the finding 
which it reached; to insure that required procedures were 
followed and that the law was applied properly. 


Revised Principles of Medical Ethics 


One of the most significant developments of the past year 
was the adoption by the House of Delegates of a revision of 
the Principles of Medical Ethics. At this time the Council 
believes it would be well to make a few observations con- 
cerning this action of the House. First and foremost it must 
be understood and remembered that the 1957 edition of the 
Principles was not intended to and does not abrogate any 
ethical principle expressed in the 1955 edition of the Prin- 
ciples of Medical Ethics of the American Medical Associ- 
ation. The format and language of the 1955 and 1957 edi- 
tions differ; certain items dealing with professional manners 
and etiquette have been eliminated. However, the basic eth- 
ical concepts they include are identical. Therefore, no 
opinion or report of the Council interpreting these basic prin- 
ciples which were in effect at the time of the revision has 
been rescinded by the adoption of the 1957 Principles. 

The Council is advised that the director of the Associ- 
ation’s Department of Public Relations is planning to dis- 
tribute a special printing of the new Principles to the mem- 
bers of the Association with their new membership cards. 
This action is commendable. The Council expresses its ap- 
preciation to the Director of that department. 


Obligation to Apply the Principles 


The Principles of Medical Ethics are guides. They should 
be observed. When, however, there is clear, continued, or 
flagrant disregard of their provisions it is necessary, for the 
protection of medicine’s ideals, that they be enforced. This 
is a duty of the local medical society. An errant physician’s 
own colleagues in his own local society must gather the 
facts and weigh them, and then mete out appropriate sanc- 
tion or punishment if warranted—no matter how onerous or 
how distasteful the task may be. 

Some time ago the Council was confronted with a situ- 
ation in which charges alleging solicitation of patients were 
filed with an ethics committee of a county society. This com- 
mittee reported in writing to the society that it did not think 
it should take any action because of the prominence of the 
accused in the society and in the community. It recom- 
mended that the society as a whole consider the charges. The 
society in turn voted to refer the matter in its entirety to 
the councillor of the district. He in turn promptly referred 
the matter to the president of the state society who just as 
promptly requested that the Judicial Council decide whether 
or not the accused was guilty of soliciting patients. The 
Council advised that it could neither pass judgment on a 
matter about which it did not have all the facts nor could 
it prejudge a matter which might later come before it on 
appeal. When the Judicial Council refused to assume juris- 
diction the president of the state society, castigating the 
Judicial Council, wrote: “If there is one thing that is preva- 
lent in this country it is procrastination. Things which should 
be settled are referred to committees or a new committee is 
appointed to handle this particular problem, and _ time 
marches on!” 

With this statement the Council could not agree more! 
The responsibility of this ethics committee was to decide a 
simple question. Its authority to do so lay in the fact that 
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the members of the committee were the duly appointed 
peers of the accused doctor, who had or who could obtain 
all the relevant evidence relating to the charge. It was a 
body before whom the accused could appear, hear the 
charges brought against him, and offer his defense. While it 
is never pleasant to find a colleague guilty and impose pun- 
ishment, this is a responsibility falling on some of us. 

Local committees charged with hearing complaints alleg- 
ing unethical conduct are under no obligation to find every 
accused guilty. Often they may and should find that ethical 
principles have not been violated. And when they do have 
to find a colleague guilty of unethical conduct they should 
remember the accused has the right of appeal, the right to 
have the judgment reviewed to correct any error inadvert- 
ently made. If local societies fail to curtail unethical prac- 
tices, ethics lose their effectiveness. Failure on the part of the 
component society to demand respect for and adherence to 
the Principles breeds contempt and disrespect for them. 

Now that the Association has adopted the short, broad 
statement of ethical principles it becomes even more im- 
portant for each component society to discharge its duty 
concerning their application. 


Dr. Walter F. Donaldson 


Dr. Walter F. Donaldson, one of our most loved and 
revered colleagues, passed away during the past year. Of him 
and his devotion to organized medicine we need say little. 
His record of unselfish service is known to all. We who were 
privileged to have served with him most recently were keenly 
aware of the wisdom he possessed and the humility and kind- 
ness that were his. With all who knew him we can say we 
have benefited by our association with him. We extend our 
condolences to his family and assure them that Dr. Donald- 
son lives on in the hearts of his countless friends. 

Respectfully submitted, 


Homer L. Pearson Jr., Chairman. 
Louis A. Bute. 

J. M. Hurcueson. 

ROBERTSON WaAkb. 

G. A. WoopHouse. 

Grorce F. Secretary. 


REPORT OF THE COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


To the Members of the House of Delegates of the American 
Medical Association: 


The Council on Medical Education and Hospitals submits 
the following report covering the period from July 1, 1956, 
to June 30, 1957. 

The Council continues to concern itself with the various 
matters referred to it by the House of Delegates and in the 
conduct of its multiple established functions. The latter 
include the survey and evaluation of medical schools; survey 
and evaluation of graduate medical education conducted 
through internships, residencies, and fellowships; the collec- 
tion and compilation of data on and listing of postgraduate 
opportunities in medical education; and the evaluation and 
listing of education and training opportunities in certain 
technical areas related to medicine. In conducting these 
activities, the Council and its staff have endeavored to con- 
tribute to and stimulate continuous study and progress in 
medical education at all levels. Such functions have necessi- 
tated consultations, conferences, collaboration, liaison, and 
intercommunication with many individuals and groups rep- 
resenting medical schools, hospitals, governmental and non- 
governmental agencies, organizations, and _ institutions 
interested in and concerned with medical education in some 
or all of its aspects. Accreditation of undergraduate and 
graduate educational and training programs in the field of 
medicine, together with the collection, compilation, and 
dissemination of statistical and other information concern- 
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ing medical schools, internships, residencies, postgraduate 
courses, medical licensure, and related matters have all been 
conducted in accord with established custom. 

In coliaboration with representatives of the Association of 
American Medical Colleges, the Council has prepared a new 
document on the “Functions and Structure of a Modern 
Medical School” to replace the former “Essentials of an Ac- 
ceptable Medical School.” This statement which was adopted 
by the House of Delegates at the meeting in New York (June, 
1957) represents the general philosophies and concepts of 
the two collaborating agencies. It has been developed pri- 
marily as a general, rather than specific, guide to assist in 
attaining medical education of high standards in keeping 
with modern knowledge and needs. The Council through an 
Ad Hoc Advisory Committee on Postgraduate Medical Edu- 
cation formulated “A Guide Regarding Objectives and Basic 
Principles of Postgraduate Medical Education” which was 
approved by the House of Delegates (June, 1957) and has 
subsequently been published. A document has been pre- 
pared on the “Background and Development of Residency 
Review and Conference Committees” to furnish the profes- 
sion with an authoritative resume of the growth and current 
status of this important cooperative function of the Council 
with the Boards in Medical Specialties. In a special com- 
mittee with representation also from the Association of 
American Medical Colleges and the American Academy of 
General Practice, the Council is currently engaged in a long- 
range comprehensive study of the best background prepara- 
tion for general practice. 

The pursuit of other established functions has necessitated 
continued studies in relation to the relative merits of straight 
versus rotating internships, the report of findings and recom- 
mendations to the House of Delegates which resulted in 
authorization for continued approval of outstanding straight 
internships. A new joint committee of the Board of Trustees 
and Council has been established to study the area of para- 
medical activities in relation to medicine. There has been a 
general reorganization of the activities of the Feld Staff as 
the Council's former responsibilities to the Joint Commission 
on Hospital Accreditation were discontinued (recommenda- 
tions of the Stover committee approved by the House of 
Delegates). The Council cooperated in planning Medical 
Education Week, and with other councils, bureaus, and 
committees in various activities and studies. The Council 
is actively participating with the planning committee for the 
second World Conference on Medical Education scheduled 
to be held in Chicago during the summer of 1959. 

In February, 1957, the Council undertook the major re- 
sponsibility for the program of the 53rd Annual Congress on 
Medical Education and Licensure which again brought to- 
gether the largest group of representatives from medical 
education, boards of medical licensure, boards of medical 
specialties, hospital administrators, etc., ever to attend such 
a program. The steady growth of attendance at the Annual 
Congress on Medical Education and Licensure indicates its 
increasing value as a forum for presentation and discussion 
of problems centering around medical education, licensure, 
and _ practice. 


Matters Referred to the Council by the 
House of Delegates 


In June and December, 1956, and again in, June 1957, the 
House of Delegates referred a number of resolutions regard- 
ing straight and rotating internships to the Council for study 
and action. Information on these matters is reported under 
the Internship section of this report. 

Resolution 30 introduced by the California delegation at 
the June, 1957, meeting was directed toward certain prob- 
lems in inspection and accreditation of programs of graduate 
education and training. 

The Reterence Committee was informed that the intent 
of many of these resolutions has already been the policy of 
the Council. In the conduct of evaluation of graduate medi- 
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cal education and training, the Council is constantly working 
in close cooperation with the specialty boards, the American 
College of Surgeons, and the American College of Physicians 
through the medium of its field staff, office staff, and the 
Residency Review and Conference Committees in its efforts 
to maintain standards in keeping with current knowledge 
and needs. Although delays are in some instances unavoid- 
able, the Council exerts every possible effort to facilitate this 
heavy and demanding aspect of its activities. (See section 
on “Internship,” “Residencies” and “Residency Review Com- 
mittees.” ) 

In accord with the recommendation of the Reference 
Committee on Medical Education and Hospitals and the 
action of the House of Delegates, the Council has carried 
out the request presented in resolution 59 at the June, 1957, 
meeting, namely: 

“Resolved, That the American Medical Association 
through its House of Delegates condemns the compulsory 
assessment of medical men and staff members by hospitals 
in fund-raising campaigns; and be it further 

Resolved, That any physician approached in such manner 
report the fact to the secretary of his medical society; and 
be it further 

Resolved, That copies of this resolution be sent to the 
American Hospital Association, the Catholic Hospital Asso- 
ciation, and Protestant Hospital Association.” 

At the Seattle meeting (Nov. 27-30, 1956) resolution 4 
was directed to the Council on Medical Education and Hos- 
pitals requesting it to urge specialty boards to give a mini- 
mum of six months’ notice to each educational institution 
and/or hospital of any intended withdrawal or downgrading 
of an approved program, giving the institution an opportu- 
nity to correct such deficiencies that exist and giving repre- 
sentatives of the institution an opportunity to be heard with 
respect to the suggested changes. It was, furthermore, re- 
solved that if the institution failed to achieve the necessary 
readjustments, the withdrawal of approval or downgrading 
be effective at the end of the six-month period. 

The Council wishes to inform the House of Delegates that 
insofar as possible it avoids withdrawal of approval of a pro- 
gram wherever there appears to be reasonable evidence of 
desire or intent on the part of an institution to undertake 
whatever changes are needed to merit continued approval. 
All graduate education programs (internships and residen- 
cies) are now carefully reviewed by committees representing 
the Council and the various specialty boards. In most in- 
stances programs that are not meeting basic standards in 
furnishing a reasonable educational experience for interns or 
residents are given “fair warning” of possible loss of ap- 
proval unless the situation is improved and evidence of im- 
provement apparent at the time the program is resurveyed. 
Occasionally programs are surveyed that necessitate more 
drastic action. In all instances today the Council and the 
Residency Review and Conference Committees undertake to 
cover the incumbent house staff when a decision is made to 
withdraw approval of a program. In its relation with the 
specialty board representatives, through the medium of the 
Residency Review and Conference Committees, the Council 
endeavors to emphasize its conviction that the utilization of 
fair warnings, confidential probation, and similar procedures 
are most valuable means of stimulating institutions needing 
program modifications to bring them about. 

In accord with the recommendations of the House of 
Delegates in November, 1956, amended resolution 7 on the 
intern shortage has been brought to the attention of hospital 
administrators; namely: “That the House of Delegates of 
the American Medical Association again approve the prin- 
ciple of a voluntary reduction in the self-assigned quota of 
interns as printed in the 1956 handbook of the National In- 
tern Matching Program, Inc.” 

In December, 1956, the Board of Trustees requested the 
Council on Medical Education and Hospitals to undertake 
the organization of a committee “to objectively analyze and 
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make recommendations as to the best background prepara- 
tion today for general practice.” The committee was to in- 
clude representation from the Council, the Association of 
American Medical Colleges, and the American Academy of 
General Practice with the request that representatives of the 
specialty areas be added to the committee as needed during 
the course of its deliberations. At the initial meeting of the 
committee in January, 1957, basic questions and objectives 
were developed which necessitated the appointment of sub- 
committees to (a) prepare descriptive clarification of the 
working definition of general practice, (b) prepare a state- 
ment developing the thesis as to whether the kind of physi- 
cian outlined in the working definition is of lasting value to 
the health care of the United States public, and (c) prepare 
a report on suggestions as to the preparation needed as back- 
ground for general practice in keeping with the implications 
of the working definition. 

At the time of this report the parent committee has held 
three meetings at which the subcommitiees have reported 
and further studies activated. The committee will have a 
report prepared on its progress and recommendation as soon 
as possible, but considerable additional study will be in- 
volved before it can be prepared for consideration. 

The Council staff has continued to confer and consult with 
the board of directors of the Educational Council for For- 
eign Medical Graduates as they endeavored to obtain the 
tax-exempt status necessary prior to receiving foundation 
grants to finance the project. The Council is pleased to re- 
port that the preliminary hurdles to activation of this im- 
portant program have been eliminated. The tax-exemption 
ruling obtained for the Educational Council for Foreign 
Medical Graduates made the grants of $100,000 each from 
the W. K. Kellogg Foundation and the Rockefeller Founda- 
tion available for immediate application to project expendi- 
tures. Early in July, Dr. Dean F. Smiley, secretary of the 
Association of American Medical Colleges, accepted the 
directorship of the Educational Council for Foreign Medical 
Graduates and will take over the duties of the Educational 
Council for Foreign Medical Graduates on a full-time basis 
during the early fall. The program, which will include pro- 
cedures designed to verify the credentials of graduates of 
foreign medical schools and conduct screening examinations 
to evaluate their basic medical knowledge at a level com- 
parable to that of graduates from approved schools in the 
United States and Canada, will be activated as quickly as 
possible. Headquarters of the Educational Council for For- 
eign Medical Graduates will be located in Evanston, Ill. 

Progress continues on the study of criteria for educational 
programs for inhalation therapy technicians. The Council 
has requested interested national medical organizations to 
evaluate the need for training and the proposed curriculum 
submitted to the House in June, 1956, by the Medical So- 
ciety of the State of New York. Recommendatory action has 
been received from the American College of Chest Physi- 
cians and American Society of Anesthesiologists, Inc., as a 
result of a joint meeting of special committees of each group 
in June, 1957. These helpful recommendations are being 
further studied through conferences this fall with other na- 
tional medical organizations closely concerned with inhala- 
tion therapy. 


Medical School Accreditation 


In liaison with the Association of American Medical Col- 
leges and where Canadian Schools were visited in liaison 
also with the Association of Canadian Medical Colleges, the 
following institutions were surveyed by representatives of 
the Council on Medical Education and Hospitals during the 
academic year 1956-1957: 

Hahnemann Medical College 

University of Buffalo School of Medicine 

Albert Einstein College of Medicine of Yeshiva University 

Seton Hall College of Medicine 

Temple University School of Medicine 
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University of Mississippi School of Medicine 

Medical College of Georgia 

University of Miami School of Medicine 

Albany Medical College 

University of Florida College of Medicine 

University of Missouri School of Medicine 

St. Louis University School of Medicine 

Laval University Faculty of Medicine 

University of Saskatchewan College of Medicine 

The University of Pittsburgh had also been scheduled for 
a visit during 1956-1957, but this was postponed on request 
of the university officials until 1957-1958. It will be of in- 
terest to the House of Delegates to know that three of the 
schools receiving approval of the Council on Medical Edu- 
cation and Hospitals during 1956-1957 represented institu- 
tions graduating their first classes of physicians at the close 
of this academic year (Mississippi, Missouri, and Saskatch- 
ewan), thereby adding three more schools to the list of 
four-year approved institutions in the United States and 
Canada. This does not increase the total number of approved 
medical schools, for all three of these institutions had pre- 
viously been conducting approved two-year basic medical 
science programs. The approval of these new four-year pro- 
grams does, however, reduce the number of approved basic 
medical science (two-year schools) in the United States 
from six to four and has upgraded the last of such schools 
in Canada to full four-year medical school status. At the 
present time there are 78 fully approved four-year schools of 
medicine and 4 fully approved two-year basic science schools 
in the United States. Four completely new schools develop- 
ing complete four-year programs are in various stages of 
planning and development (Albert Einstein, Seton Hall, 
University of Florida, University of Kentucky). In accord 
with established policy, liaison studies are now made at 
newly developing medical schools annually until the program 
merits full four-year approval. Albert Einstein School of 
Medicine which had its first two years in operation at the 
time of the liaison survey has been given such provisional 
approval. 

The Council has been requested to participate in liaison 
with the Association of American Medical Colleges to make 
a study of San Antonio as a potential site for the develop- 
ment of a new four-year school. Plans are being made to 
conduct this study during the fall of 1957. 

The provisional schedule for liaison surveys to medical 
schools during the 1957-1958 academic year includes the 
following institutions: 

Dalhousie University Faculty of Medicine 

Dartmouth Medical School 

University of Manitoba Faculty of Medicine 

Johns Hopkins University School of Medicine 

University of Pittsburgh School of Medicine 

University of Kentucky School of Medicine 

College of Medical Evangelists 

Woman’s Medical College of Pennsylvania 

Seton Hall College of Medicine and Dentistry 

Albert Einstein College of Medicine 

Georgetown University School of Medicine 

University of Chicago School of Medicine 

University of Florida School of Medicine 

University of Arkansas Schoo] of Medicine 

University of Michigan School of Medicine 

A detailed statement on the status of medical education 
in the United States and Canada is in preparation at the 
time this report is being prepared. Members of the House of 
Delegates are respectfully referred to this Annual Report on 
Medical Education in the United States and Canada which 
will appear in the Nov. 16, 1957, issue of THe JouRNAL. 


1957 Congress on Medical Education and Licensure 


The 53rd Annual Congress on Medical Education and 
Licensure was held Feb, 10-12, 1957, at the Palmer House 
in Chicago. It was attended by the largest group of individ- 
uals ever to register at one of these annual sessions. Each 
year there is increased interest in the Annual Congress as a 
medium for presentation and discussion of important cur- 
rent problems in the fields of medical education and licen- 
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sure. The first half-day program was devoted to the topic 
of Graduate Medical Education for General Practice—1957 
and was co-sponsored by the Council and the Advisory 
Board for Medical Specialties. During this session the con- 
cept of the modern role of undergraduate medical education 
in preparation for graduate education was presented. A state- 
ment regarding the type of graduate training considered to 
be essential for the general practice of medicine today was 
presented, and this was followed by a series of presentations 
of the kind of training in the fields of medicine, surgery, 
pediatrics, obstetrics-gynecology, psychiatry, etc., that should 
be part of preparation for general practice today. 

The second half-day session was devoted to consideration 
of some of the problems of projecting needs of medical edu- 
cation for tomorrow. An outstanding group of speakers pre- 
sented during this session what has been generally reported 
by those in attendance as the most significant single half-day 
contribution in memory. The Council expresses the hope that 
the group of papers presented during this session and which 
were published in the June 1, 1957, issue of THe JourNAL 
will be read by members of the House of Delegates. 

The remaining half-day of the Congress for which the 
Council was responsible was devoted to a Conference on 
Postgraduate Medical Education during which a number of 
experimental approaches to this important field were pre- 
sented. The current activities of the Council in the field of 
postgraduate medical education were reported at this meet- 
ing. 

The remainder of the Congress was devoted to activities 
of the Federation of State Medical Boards of the United 
States and the Advisory Board for Medical Specialties. Dur- 
ing this Congress, the federation held its First Examination 
Institute Covering Obstetrics and Gynecology. 

In planning material for consideration at the Annual Con- 
gress on Medical Education and Licensure, the Council, the 
Advisory Board for Medical Specialties, and the federation 
endeavor to highlight important current problems in the 
various phases of medical education and licensure. It is be- 
lieved that the Annual Congress should serve as a forum 
for presentation and objective discussion and evaluation of 
matters of major concern involving such areas. 


Committee Activities of the Council 


Numerous standing and special committees of the Council 
are assigned to designated functions and are engaged in- 
dividually or in cooperation with organizations concerned 
with certain areas of its activity in conducting studies, sub- 
mitting reports and recommendations, or conducting dele- 
gated responsible assignments. 


Standing Committees 


Liaison Committee on Medical Education cooperating 
closely with the executive council of the Association of 
American Medical Colleges. 

Liaison Committee with the Advisory Board for Medical 
Specialties which is concerned with matters of mutual inter- 
est to the Council and the Advisory Board. 

Committee on Essentials which is responsible for review, 
revision and recommendations regarding the Essentials and 
guides underlying the various educational programs involv- 
ing approval or accreditation by the Council. 

Residency Review Committees and Conference Cominit- 
tees. Each committee includes representatives of the partic- 
ular specialty board and the Council and in certain instances 
representation from the American College of Surgeons and 
the American College of Physicians. (See Section on Resi- 
dency Review Committees.) They meet from one to three 
times annually to review and take action concerning ap- 
proval of graduate education and training programs (resi- 
dencies and fellowships) in their respective fields. Council 
staff personnel function as secretaries of each of the com- 
mittees and conduct their administrative functions. These 
committees include: 
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Residency Review Committee for Anesthesiology 
Residency Review Committee for Dermatolo 

Residency Review Committee in Internal Medicine ( tripartite ) 
Residency Review Committee for Neurological Surgery 

Residency Review Committee for Ophthalmology 

Residency Review Committee for Orthopedic Surge 

Residency Review Committee for Otolaryngology (tripartite ) 
Residency Review Committee for Pediatrics 

Residency Review Committee for Physical Medicine and Rehabilitation 
Residency Review Committee for Plastic Surgery (tripartite 

Residency Review Committee for Preventive Medicine 

Residence Review Committee for Proctology 

Residency Review Committee for Psychiatry and Neurology 

Residency Review Committee for Radiology 

Conference Committee on Graduate Training in Surgery (tripartite ) 
Residency Review Committee for Urology. 


Such committees have not yet been developed in the 
areas of obstetrics and gynecology, thoracic surgery, or pa- 
thology. 

In liaison with the Commissions on Education and Hos- 
pitals of the American Academy of General Practice, the 
Council has established a Residency Review Committee in 
General Practice. 

The Internship Review Committee studies and evaluates 
internship programs and recommends action regarding their 
status to the Council. 

Advisory Committee on Physical Therapy Education. 

Advisory Committee on Occupational Therapy Education. 

(Each of these important committees functions as the 
major advisory group to the Council on appraisal of educa- 
tional programs and suggested revisions in criteria for train- 
ing. Each group is composed of nine physicians appointed 
by national medical organizations having a particular interest 
in rehabilitation and three therapists who serve as liaison for 
their professional associations. ) 


Special Committees 


Ad Hoc Advisory Committee on Postgraduate Medical 
Education which has completed preparation of the “Guide 
Regarding Objectives and Basic Principles of Postgraduate 
Medical Education” and is currently engaged in studying 
how the Council can best contribute to this important aspect 
of Medical Education: 

Program Committee Planning Second World Conference 
on Medical Education to be held in Chicago in 1959. 

Committee on Preparation for General Practice. A special 
committee with representatives of the Council, the American 
Academy of General Practice, and the Association of Ameri- 
can Medical Colleges, engaged in a long-range study of the 
best background preparation for general practice. 

Committee on Licensure cooperating with the Federation 
of State Medical Boards and the Association of American 
Medical Colleges. 

Joint Committee of the Board of Trustees and the Coun- 
cil to study paramedical areas in relation to medicine. 

In addition members of the Council and/or its staff active- 
ly participate as members or officials of other organizations 
concerned with problems closely related to or impinging 
upon the field of medical education, such as: 

Joint Commission on Accreditation of Hospitals 

National Intern Matching Program 

National Fund for Medical Education ( Advisory Council ) 

American Medical Education Foundation 

National Board of Medical Examiners 

Federation of State Medical Boards of the United States ( Bulletin ) 

Selective Service System 

Education and Training Division, Surgeon General’s Office Depart- 

ment of the Army 

Education and Training Division, Surgeon General's Office U. S. A. F. 

Experimental Training Grants Committee, National Institutes of 

Health 


The Council and its staff collaborate with many organiza- 
tions and agencies which have interest in one or more as- 
pects of medical education. Intercommunication between 
the Council and these various groups directed towards mu- 
tual understanding and collaboration is one of the demand- 
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ing functions of the Council in terms of time, energy and 
basic significance from the standpoint of professional and 
public relations. 

Internships 


The Internship Section is responsible for the compilation 
of data regarding approved intern training programs which 
are presented in the Internship and Residency Number of 
Tue JournaL as the Annual Report on Internships and 
Residencies. This report includes statistical data and other 
specific information on all hospitals approved by the Coun- 
cil for the training of interns. All other activities regarding 
intern training programs for which the Council is responsi- 
ble are handled in this section. The assistant secretary in 
charge acts as secretary of the Internship Review Committee. 

The section works closely with the National Intern Match- 
ing Program, collaborating with the program in the corre- 
lation of its activities with those of the intern programs of 
the Council. 

According to a resolution introduced in June, 1956, and 
adopted by the House of Delegates, the Council was re- 
quested to encourage rotating internships rather than straight 
internships, and was instructed to report to the House on 
this subject at the next annual session. 

In line with these instructions, the Council deferred ac- 
tion on new applications for straight internships until it 
could make a study of the situation and the status could be 
clarified. This study was completed early in 1957, and re- 
ported to the House of Delegates at its session in June, 1957. 

The complete report of the study was published in THe 
JournNAL (May 4, 1957, page 64). At its meeting in June, 
1957, the Council studied this report carefully and reaffirmed 
its previous opinion: “While it is the opinion of the Council 
that the best basic education is provided by a well organized 
and conducted rotating internship, it also believes that 
straight internships may be justified in the fields of medicine, 
surgery, pediatrics, and pathology for those medical school 
graduates who have definitely determined to follow a spe- 
cialized or academic career.” The Council recommended that 
straight internships in medicine, surgery, pediatrics, and 
pathology be continued. This recommendation was con- 
curred in by the Reference Committee on Medical Edu- 
cation and Hospitals. The Reference Committee also con- 
sidered a_ resolution regarding straight internships in 
obstretrics-gynecology. Previous action taken discontinued 
straight internships in this field June 30, 1957. The Com- 
mittee further recommended that consideration be given by 
the Council to applications for approval of straight intern- 
ships in obstetrics-gynecology when such programs are of 
superior educational content and comprehensive scope. The 
recommendations of the Reference Committee on Medical 
Education and Hospitals were adopted by the House of 
Delegates. The Council was authorized to accept new appli- 
cations for approval of straight internships in medicine, 
surgery, pediatrics, pathology, and obstetrics-gynecology. A 
hospital requesting approval for straight internships in these 
fields must be approved for resident training in the specialty 
in which the straight internship is desired. A survey of the 
proposed program of training will be made by a representa- 
tive of the Council. The program and report of survey will 
then be considered by the Internship Review Committee at 
its next meeting, and the Council can act upon the recom- 
mendation of this Committee. 

It is pointed out that the adoption of the recommendations 
of the Reference Committee on Medical Education and 
Hospitals by the House of Delegates may result in an in- 
crease in the number of approved straight internships. The 
Council will exert every effort to ascertain that only pro- 
grams of merit fully justifying consideration will be granted 
straight internship approved status. 

On Sept. 1, 1956, 852 hospitals offered 1,101 approved 
intern training programs, involving 11,895 positions. 
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Internship Review Committee 


Membership in the Internship Review Committee is com- 
posed of representatives from the Council on Medical Edu- 
cation and Hospitals, the Association of American Medical 
Colleges, the American Hospital Association, the Federation 
of State Medical Boards of the United States, the American 
Academy of General Practice. 

The committee was formed in 1954 to review reports of 
surveys of intern training programs and make recommenda- 
tion to the Council for appropriate action. The committee 
also may make recommendations to the Council for changes 
in the requirements for approval of an internship and for 
changes in policy concerning the education of interns. 

Since the committee was established, it has advocated that 
the Essentials of an Approved Internship be interpreted with 
reasonable flexibility. It has followed the policy of giving a 
hospital an opportunity to correct deficiencies found on sur- 
vey before approval is actually withdrawn; the hospital is 
advised concerning the nature of the deficiencies and is en- 
couraged to correct them as quickly as possible. 

The objective toward which the committee is working is 
ty maintain and improve the standards of medical education 
at the internship level. 


National Intern Matching Program 


The National Intern Matching Program continues to serve 
as the central clearing agency for hospitals seeking interns 
and for medical students desiring internships. For the past 
six years, hospitals approved for intern training by the Coun- 
cil on Medical Education and Hospitals and medical stu- 
dents seeking first year internships have used the NIMP as 
the official agency for intern procurement. The plan gives 
complete freedom of choice to both hospitals and students 
and has received continued support from both groups. 

Hospitals approved by the Council submit a hospital 
agreement to the program in which they agree to interview 
only students who participate in the program and to accept 
all interns matched to them. Students submit similar agree- 
ments, stating they will apply only to participating hospitals 
and will accept the hospital to which they are matched. 
Hospitals and students make contact with each other by 
means of the NIMP Directory. Hospitals receive a directory 
of all participating students, and students receive a hospital 
directory, in which are listed all participating hospitals and 
the type and number of internships each offers. Hospitals 
are free to interview as many applicants as possible, using 
any means of evaluation they desire. 

The Matching Program has matched more than 35,000 
students with no reported error to date. The policies and 
general management of the program are governed by the 
organizations most interested in medical education at the 
intern level. These organizations include, in addition to the 
Council on Medical Education and Hospitals, the American 
Hospital Association, the Association of American Medical 
Colleges, the Catholic Hospital Association, the American 
Protestant Hospital Association, and the Student American 
Medical Association. Further assistance is given by liaison 
representatives from the Army, Navy, Air Force, and the 
Public Health Service. 

The program covers internships beginning between April | 
and Dec. 31. In Program VI for 1957 internships, 822 hos- 
pitals offered 11,804 positions, while 6,923 students par- 
ticipated in the program. Of this number, 6,539 (94%) were 
matched. Of the matched students, 89% went to hospitals 
of their first or second choice. Conversely, 90% of the 
hospitals received medical students whom they had selected 
as first or second choice. Hospital and student participation 
set a new high in this year’s program. With continued co- 
operation and support, the Matching Program will have even 
greater participation during the coming year. 
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Residencies 


At the present time approval of programs for residency 
training may be granted in 28 specialty areas. This includes 
three preventive medicine specialties: aviation medicine, 
occupational medicine, and public health. Separate approval 
is offered in obstetrics and gynecology, or in a combined 
obstetrics-gynecology program. Likewise, approval is granted 
to separate or combined programs in psychiatry and neurol- 
ogy. 

During the past year, no new residency programs in ma- 
lignant disease or contagious disease have been approved. 
Former separately approved contagious disease programs 
have been integrated with, or are in the process of being 
integrated with, residencies in internal medicine and pediat- 
rics. Approval of separate programs in malignant disease is 
also being discontinued, as they are incorporated into other 
residencies. However, malignant disease programs are listed 
in the 1957 Internship and Residency Number of Tur 
JourNAL, and approval will not be discontinued until June 
30, 1959, to assure ample time for the incorporation of this 
training into residencies in the specialties. 

The policy of requiring residency training programs. to 
provide full training in a specialty—either intramurally or 
through affiliation with another program—has been adopted 
in numerous specialties. For sometime, this policy has bee: 
in effect for programs in anesthesiology, general surgery. 
otolaryngology, plastic surgery, and in the medical sub- 
specialties of allergy, cardiovascular disease, gastroenterol- 
ogy, and pulmonary disease. To these specialties requiring 
full training have been added programs in pediatrics, ortho- 
pedic surgery, radiology and urology. Consideration is being 
given currently to adoption of this requirement in other 
specialty fields. 

These policies have been adopted to preclude the possi- 
bility of a resident's taking his training in two or three iso- 
lated programs with no assurance of continuity of supervised 
experience or progression of responsibility. Hospitals which 
oifer residencies in these specialties may offer periods of 
training of varied length; however, these residencies provide 
training as a part of a coordinated and integrated educa- 
tional experience. The Council considers the principle of 
continuity in full training programs to be eminently sound, 
and supports efforts directed toward this end. 

On Sept. 1, 1956, 1,199 hospitals offered 5,134 approved 
residency training programs, involving 28,528 positions. 


Residency Review Committees 


During the past year the Residency Review Committee 
for Anesthesiology, composed of representatives of the Amer- 
ican Board of Anesthesiology and of the Council, was organ- 
ized. This, with the committees in dermatology, neurological 
surgery, ophthalmology, orthopedic surgery, pediatrics, phys- 
ical medicine, preventive medicine, proctology, psychiatry 
and neurology, radiology, and urology, makes a total of 12 
committees representing the appropriate American boards 
and the Council. Committees in surgery, plastic surgery, and 
otolaryngology include representatives of the American Col- 
lege of Surgeons, and the Committee for Internal Medicine 
includes representatives of the American College of Physi- 
cians. The Committee for General Practice is made up of 
representatives of the American Academy of General Prac- 
tice and of the Council. These review committees meet at 
regular intervals to review residency programs in their par- 
ticular specialty fields and to approve or disapprove the 
programs. Three specialties (obstetrics-gynecology, pathol- 
ogy, and thoracic surgery) and four medical subspecialties 
(allergy, cardiovascular disease, gastroenterology, and pul- 
monary disease) remain in which the Council approves pro- 
grams in concurrence with the specialty or subspecialty 
board concerned, each organization taking unilateral action. 


On the basis of experience with the various review com- 
mittees, the Council has prepared a guide of suggested 
structure and function for use by the committees, in the 
hope that a greater degree of uniformity may be established. 
This guide is flexible and can easily be adapted to meet the 
needs and wishes of each committee. Furthermore, some of 
the Residency Review and Conference Committees are en- 
gaged in the preparation of “guides” concerning the general 
over-all concept of the graduate training in the specific field 
concerned. These are being designed with the objective of 
assisting those responsible for the organization and super- 
vision of the graduate training programs so that they may 
most effectively meet committee requirements for approval. 


Graduate Medical Education 


The Council is responsible for continuous study and con- 
cern in the maintenance of appropriate standards in medical 
education at the graduate level. It collaborates with the 
American Specialty Boards, the Advisory Board for Medical 
Specialties, the American Academy of General Practice, the 
American College of Physicians, and the American College 
of Surgeons through review committees which are liaison 
bodies for maintaining standards of training in the intern- 
ships and residencies. (See Section on Residency Review 
Committees.) The Council conducts a survey program for 
these educational activities, whereby each hospital approved 
or applying for approval for a graduate training program is 
surveyed at intervals of approximately two to three years. 

The Council staff, in the office and in the field, act in the 
capacity of consultants and advisors in graduate medical 
education, endeavoring to provide assistance through per- 
sonal conferences and by correspondence to the medical 
staffs and administrators of hospitals desiring new training 
programs or reorganizing previously established programs. 

In addition to the liaison with the organizations men- 
tioned above, the Council works closely with the National 
Intern Matching Program, the educational services of the 
several federal agencies, and other organizations interested 
in and concerned with medical education at the graduate 
level. 

The Council compiles data concerning internships and 
residencies and publishes this material in THE JouRNAL each 
fall as the Annual Report on Internships and Residencies. 
This report includes an up-to-date listing of all hospitals 
offering approved intern and/or residency training. The 
Residency Information Bulletin, which lists the available 
residency positions in approved hospitals, is published at 
four-month intervals. The Essentials of Approved Internships 
and Residencies ae revised as necessary and are published 
as approved and tuthorized by the House of Delegates. In 
addition, there are several other pamphlets concerning grad- 
uate medical education which are revised and published as 
needed, such as the “Consolidated List of Approved Intern- 
ships” and “Hospital Medical Library Suggestions.” 


Hospital Survey Program 


Prior to Jan. 1, 1957, the field staff of the Council acted 
in a dual capacity. Not only did they survey the educational 
programs given in a hospital but in many instances they 
represented the Joint Commission on Accreditation of Hos- 
pitals and surveyed hospitals for that organization also. The 
Joint Commission is primarily concerned with the organiza- 
tional and administrative aspects of the hospital, and with 
the professional activities of the medical staff; whereas the 
primary purpose served for the Council is to act in the 
capacity of consultant with regard to programs of training 
for interns and residents. 

The report of the Stover Committee, which studied the 
Joint Commission and reported to the House of Delegates 
of the American Medical Association in June, 1956, recom- 
mended that the Joint Commission employ a staff of physi- 
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cians for these surveys, and that the field staff of the Council 
on Medical Education and Hospitals confine its work to 
surveys of the educational programs in hospitals. 

Effective Jan. 1, 1957, the field staff of the Council dis- 
continued surveys for the Joint Commission. The number of 
Council representatives was reduced from nine full-time 
physicians to six. On Aug. 1, 1957, five field representatives 
were serving the Council. The full quota of six is expected 
to be on duty about Oct. 1. 

The Council’s field representatives are carefully selected 
on the basis of their interest, knowledge, and experience in 
the field of medical education; and their ability to represent 
the Council with firmness, tact, and diplomacy. It is pointed 
out that this group of physicians are not a policing body in 
any sense of the word. Their function is to act as consultants 
regarding intern and resident training programs, helping hos- 
pital administrators and medical staffs to analyze and under- 
stand their problems, and assisting them toward interpreta- 
tion of the standards of graduate medical training. The 
responsibility for reviewing programs of intern and resident 
training is a very important one, and requires an intelligent 
and constructive approach. The approval program of the 
Council depends to a large extent on the efficiency and 
effectiveness with which its representatives carry out their 
obligations. 

Each field representative is assigned a definite territory, 
which includes from 200 to 250 hospitals approved for 
graduate training. He is directly responsible for the evalua- 
tion of these programs at intervals of two or three years. 

In the table quoted below, a comparison is made of the 
survey activities of the Council on graduate education for 
the fiscal year ending 1956 and fiscal year ending 1957. 


7/1/55 to 6/30/56 71/56 to 6/30/57 


Joint Commission surveys............ 451 159 
No. of internships reviewed........... 330 ORS 
No. of residencies reviewed. ........... 2,291 1,922 
Technical school surveys.............. 4 6 
Total A. M. A. procedures............ 2,625 2.216 


The table quoted below is for the fiscal year ending 
June 30, 1957, and is divided into two equal periods of six 
months each. During the first six months, the Council field 
staff surveyed programs for the Joint Commission. This 
activity was discontinued during the second six months, It 
is interesting to note that the total A. M. A. procedures 
accomplished in the second half of the year exceeded those 
done in the first half by an approximate 25%. The Council 
gratefully acknowledges the untiring efforts of the field staff 
in the field of graduate medical education. 


7/1/56 to 12/31/56 1/1/57 to 6/30/57 


Joint Commission surveys............ 159 
No. of internships reviewed........... 133 1d5 
No. of residencies reviewed............ S44 1,078 
Technical school surveys.............. 4 2 
Total A. M. A. procedures............ Os] 1,235 


Postgraduate Medical Education 


During the past year, the Council has continued its 
previous activities as well as intensified its studies of this 
field in order that it may help provide the stimulus and 
leadership in cooperation with other medical groups that will 
assure adequate opportunities for the continuing education 
of physicians. It is generally recognized that there is a 
significant relationship between the continuing medical 
education which a physician acquires each year and _ his 
ability to render the best possible medical care to his pa- 
tients. With advances in scientific medical knowledge coming 
at an increasingly accelerated pace, the provision of educa- 
tional opportunities adequate in both quality and quantity 
is assuming much greater importance. 
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In order to ascertain the most useful approaches to the 
solution of problems in this field, the Council early in 1956 
sought and obtained from the Board of Trustees authoriza- 
tion to appoint an Ad Hoc Advisory Committee on Post- 
graduate Medical Education composed of leaders in the 
profession having a diversity of backgrounds and viewpoints 
in practice and in medical education. This Committee began 
its work in April, 1956, as reported last year and is con- 
tinuing to function. The first recommendation of the 
committee was the preparation of a Guide Regarding the 
Objectives and Basic Principles of Postgraduate Medical 
Education Programs, submitted to and approved by the 
House of Delegates with minor revision in June, 1957. This 
guide has since been published and sent to each approved 
medical school, to each hospital approved for residency or 
internship, to medical societies, and to all other institutions 
and organizations known to be active in this field in this 
country. Despite the widespread mailing, additional requests 
for 2,000 copies of the guide have been received, making a 
total distribution of 4,000 copies in the three month period 
since June, 1957. The interest shown to date and the favor- 
able comments received regarding the guide appear to be 
symptomatic of the need for assistance in this phase of 
medical education. 

The second recommendation by the advisory committee 
was that the Council give consideration to appraisal of 
postgraduate courses and, if a suitable appraisal mechanism 
were developed, apply the results of such appraisal to the 
preparation of the annual list of postgraduate courses pub- 
lished annually in THe Journat of the American Medical 
Association. This would be consistent with the policy of the 
American Medical Association in listing medical schools, 
internships, and residencies—a policy that has been produc- 
tive of major educational advances. Such an appraisal would 
seem desirable in itself to indicate those courses that are 
educationally worthy of the physicians’ time and money. It 
has been shown that courses of high quality stimulate the 
physicians attending to seek further education while a course 
of relatively little educational merit discourages the interest 
of the attending physicians in other programs of continuing 
medical education. Thus, it would appear that an effective 
way to increase the participation of physicians in postgrad- 
uate medical education would be to increase the educational 
worth of the programs. A continuing appraisal of postgrad- 
uate courses almost surely would attract thoughtful attention 
to the basic guide as well as provide an additional incentive 
for the sponsors of programs to improve their offerings. The 
annual list of unevaluated postgraduate courses and miscel- 
lany actually may be injuring the chances of raising educa- 
tional standards in this field by giving tacit approval of 
some unworthy activities. 

The Council believes that the reasons for considering 
appraisal of postgraduate courses are sound ones. At the 
present time, a pilot study is being conducted regarding a 
possibly suitable means of evaluating postgraduate courses 
accurately and with due regard to the flexibility in approach 
especially needed in this phase of medical education. A 
further report on this aspect of the Council studies will be 
made at a later meeting of the Association. 

The Council has been active as a central point nationally 
for the collection and distribution of information regarding 
postgraduate medical education. A half-day was devoted to 
this field during the Annual Congress on Medical Education 
and Licensure in February, 1957. The papers given on 
invitation were printed in the May 25 number of THE 
Journav. The current list of postgraduate courses for physi- 
cians, published in THe JourNAL, Aug. 17, for the year be- 
ginning Sept. 1, 1957, was 53 pages long, including a total 
of 1,084 courses, many of which are repeated several times 
during the year. In the Annual Report on Medical Educa- 
tion in the United States and Canada, published each year 
in THE JouRNAL, an analysis of the previous year’s postgrad- 
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uate medical education activities is discussed. A current study 
by the Council, as yet unpublished, is concerned with the 
geographical distribution of courses and of the physicians 
attending them in an effort to determine postgraduate medi- 
cal education service areas. It is hoped that this information 
will be useful to cooperative efforts in this field as well as 
reveal disparities between supply and demand on a geo- 
basis. 


Paramedical Education 


Continuing advice and assistance is being given the Coun- 
cil by numerous organizations, such as the American Society 
of Clinical Pathologists and the American College of Radi- 
ology, in the development of sound criteria for training and 
approval of educational programs. Currently the Council is 
responsible for approval of schools for medical record 
librarians, medical record technicians, medical technologists, 
occupational therapists, physical therapists, and x-ray tech- 
nicians. Vigorous resurvey procedures are progressing. 
Pathologists, appointed by the American Society of Clinical 
Pathologists, generously contribute their time and experience 
to surveys and resurveys of medical technology schools. 
Similarly, radiologists, appointed by the American College 
of Radiology, visit and revisit schools for x-ray technicians. 
The education director of the American Association of 
Medical Record Librarians has been very effectively active 
in visiting schools for medical record librarians and tech- 
nicians. Joint physician-therapist survey teams are being 
activated in physical therapy and occupational therapy. The 
six initial surveys have been productive. Extremely helpful 
has been the activation of an Advisory Committee on Physi- 
cal Therapy Education, and an Advisory Committee on 
Occupational Therapy Education. Of major significance is 
the creation of a joint Board of Trustees—Council committee 
to explore ways in which physicians might provide leader- 
ship in relationships with professions closely related to medi- 
cine to better assure total care of patients by qualified 
personnel under their supervision. An assistant secretary 
coordinates the Council’s activities in paramedical education 
and is responsible for staff work on paramedical matters 
referred to the Council. The 1,282 currently approved 
schools include 33 for medical record librarians, 9 for 
medical record technicians, 657 for medical technologists, 
29 for occupational therapists, 37 for physical therapists, and 
517 for x-ray technicians. 


Changes in Organization and Staff 


In the field of medical education today it is impossible 
to segregate the activities of the Council into distinct and 
relatively unrelated areas such as undergraduate medical 
education on the one hand and graduate education and 
hospitals on the other. Medical schools with their faculties, 
facilities, and finances are inevitably involved in graduate 
and postgraduate medical education as well as in under- 
graduate education. They also are, in most instances, con- 
ducting one or more phases of the education and training 
involved in certain technical fields allied with medicine. 
Many hospitals conducting graduate education programs are 
also being utilized in the basic undergraduate education of 
medical students. Since the functions of the Council on 
Medical Education and Hospitals deal with the broad over- 
all field of medical education, rather than solely with its 
isolated segments, it is of considerable importance that 
there be coordination, correlation, and even integration of 
the various facets of its activities. Consequently, during the 
course of the past year the Council staff has been reorganized 
to bring about such coordination and integration of its 
functions and to overcome the almost complete dichotomy 
between undergraduate and graduate education activities 
which had developed in recent years with the greatly ex- 
panded interest in the latter field. Thus, currently, graduate 
education and hospital activities are an integral phase of 


1032 REPORTS OF OFFICERS 


Council activities in the same way as undergraduate and 
postgraduate function, rather than an independent relatively 
unrelated division. 

Responsibility for conduct of the over-all activities of the 
Council is directly centered in the office of the Secretary 
with clean-cut delegation of responsibility and authority in 
the different areas of activity to key staff personnel. Regular 
staff conferences are held to discuss Council problems and 
to coordinate activities. Direct supervision of undergraduate 
medical education activities has been delegated to Dr. 
Walter S. Wiggins, who as Associate Secretary assists the 
Secretary in general Council administrative problems. Dr. 
Arthur N. Springall as Assistant Secretary coordinates the 
over-all activities in the area of graduate education, includ- 
ing general supervision of the preparation of the Annual 
Internship and Residency Number of THe JourNAL. Assistant 
Secretaries Arthur N. Springall, John Hinman, and Willard 
V. Thompson cover the administrative functions of the 
Council in relation to Internship Review, Residency Review, 
and Conference Committee activities. Dr. Hinman also has 
the responsibility of general supervision of the Council's 
responsibilities in technical areas related to medicine. Dr. 
Glen R. Shepherd has direct responsibility for the conduct 
and supervision of Council interests in postgraduate medical 
education. 

As Assistant to the Secretary, Mrs. Anne Tipner is directly 
responsible for office management and the supervision of 
stenographic, clerical, and secretarial personnel. She also 
carries the responsibility for basic preparation of the annual 
statistics on licensure and cooperates closely with the Federa- 
tion of State Medical Boards. The rapid expansion of 
Council responsibility in connection with the development 
of the Internship, Residency Review, and Conference Com- 
mittees in the field of graduate education and training has 
necessitated the creation of two new administrative assistant 
positions in this area. Adequate supervision and correlation 
of the enormous mass of data on internship and residency 
training has become a major facet of Council activity. Miss 
Elaine Ziech and Mrs. Rose Tracy conduct this phase of the 
work and facilitate the activities for which Drs. Springall, 
Hinman, and Thompson have supervising responsibility. 

The action of the House of Delegates in December, 1956, 
requesting that the activities of the Council's field staff on 
hospital evaluation for accreditation by the Joint Commission 
be discontinued necessitated a major readjustment in this 
area. The reorganization of the Council's activities in this 
area have been presented in the section on Hospital Survey 
Program. 

Publications by the Council 


The Council is responsible for the collection and dissemi- 
nation of information on medical and technical areas of 
education; the latter responsibility is accomplished through 
preparation of material for special issues in THe JouRNAL on 
the following subject matter: 

Medical Licensure Statistics (1956), May 25, 1957 

Postgraduate Courses for Physicians, Aug. 17, 1957 (Sept. 1, 1957, 

to Aug. 31, 1958) 
Directory and Annual Report of Approved Internships and Resi- 
dencies, Oct. 5, 1957 

Medical Education in the United States and Canada, Nov. 16, 1957 

In addition the Council staff has prepared special articles 
and editorials for THe JourNnat and has assisted in editing 
the Federation Bulletin. 


The Council also prepares, and revises as necessary, a 
number of other publications all of which have wide distri- 
bution. In view of the annual release by the National 
Committee of Regional Accrediting Agencies of the United 
States, of an authoritative list of “Accredited Institutions of 
Higher Education,” the Council has discontinued its annual 
revision and publication of the pamphlet “Colleges of Arts 
and Sciences Approved by Regional Accrediting Agencies.” 
Currently available pamphlets and reprints include: 
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A Guide Regarding Objectives and Basic Principles of Postgraduate 
Medical Education Programs 

Choice of a Medical School 

Functions and Structure of a Modern Medical School 
(Replacing the former Essentials of an Acceptable Medical School ) 

Essentials for Approved Examining Boards in Specialties 

Essentials of an Approved Internshi 

Essentials of Approved Residencies and Fellowships 

(In several specialty areas reprints combining the “essentials” 
with specific requirements in the area concerned are available ) 

Essentials for the Training of Medical Record Technicians 

Essentials of an Accredited School of X-ray Technology 

Essentials of an Acceptable School of Physical Therapy 

Essentials of an Acceptable School of Occupational Therapy 

Essentials of an Acceptable School of Medical Technology 

Essentials of an Acceptable School for Medical Record Librarians 

(Annual listings of schools in the six areas last mentioned are also 
published by the Council) 

A History of the Council on Medical Education and Hospitals 

Residency Information Bulletin 

Selected Papers from the Annual Congress on Medical Education and 

Licensure (1957) 

Maintaining adequate revision of these and other publica- 
tions is an important aspect of the work of the Council staff 
and necessitates constant awareness of changes and close 
cooperation with associated groups and organizations such 
as the Association of American Medical Colleges and the 
various specialty boards in order to avoid obsolescence of 
data presented. The Council staff is also responsible to THe 
JourNnav for weekly listings of scheduled examinations and 
reciprocity meetings of boards of medical licensure, basic 
science boards, examining boards in the medical specialties, 
etc. When indicated, and as authorized by the Council, 
statements regarding current Council action on matters of 
interest to the profession are prepared for publication in 
THE JOURNAL. 


Development and Needs 


With the basic reorganization of the past vear under way 
the activities of the Council on Medical Education and Hos- 
pitals are currently moving along with reasonable efficiency. 
The Council and its staff constantly encounter a succession 
of interesting and frequently difficult challenges in the con- 
duct of its assignments. It is hoped that during the year 
ahead it will be possible to work out mutually satisfactory 
agreements so that residency review committees may be 
developed in the three specialty areas which do not have 
them. 

It is the opinion of the Council that the activities of its 
field staff in their contacts with hospital administrators and 
professional chiefs-of-services responsible for graduate edu- 
cation and training programs is an exceedingly important 
means of liaison between hospitals, the profession, and the 
American Medical Association. It is of very real importance 
that the personnel of the field staff be of very high order and 
that they represent the A. M. A. in a manner to enhance its 
dignity and prestige. Currently the Council is pleased to 
have a field staff component in every way meeting its quali- 
fications. One of the most difficult administrative problems 
confronted by the Council has been the task of obtaining 
and retaining such personnel at existing salary levels. The 
Council believes that it will be necessary to augment its 
budget next year with the objective of making field staff 
posts more attractive financially to “top-notch” personnel 
than has been the case in the past. 

Increasing cost of adequately qualified personnel, trans- 
portation, hotel accommodations, conduct of committee 
meetings, Council sessions and the Annual Congress on 
Medical Education and Licensure, increased printing costs 
and merit readjustments of personnel salaries indicate that 
budget estimates for 1958 will increase over those of the 
current year. 

Appreciation 


The Council on Medical Education and Hospitals wishes 
to express its deep and sincere appreciation to Dr. Herman 
G. Weiskotten and to Dr. Franklin D. Murphy for the out- 
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standing contributions made by them in the interests of the 
Council and the American Medical Association during their 
membership on the Council. Dr. Weiskotten’s contributions 
to and impact on medical education have not only been of 
great current significance but will continue to be felt long 
into the future as the Council continues to strive for the 
principles and standards in which he so sincerely believes 
and towards which he directed its efforts. 

The Council also expresses its deep appreciation to Miss 
Mary McGovern, who on Aug. 1, 1957, retired after 33 years 
of service with the Council and the American Medical 
Association. 

The Council regrets the withdrawal during the year of 
five members of its field staff, all of whom rendered fine 
service during their assignments. These include Dr. F. C. 
Fitts, Dr. Joseph J. A. McMullin, Dr. Harold J. Chapman, 
Dr. Homer B. Freese, and Dr. Donald Custis. 

The support, encouragement, and cooperation which the 
Council has received from the officers, Board of Trustees, 
members of the House of Delegates, other councils and 
bureaus of the American Medical Association and the fine 
cooperation and collaboration of the many organizations and 
agencies with which it has worked during the past year are 
most sincerely appreciated. 

Respectfully submitted, 

LeLANpb S. McKrrrrick, Chairman. 
James M. FAuLKNeER, Vice Chairman. 
Warpe B. ALLAN 

W. AnNpREW BUNTEN 

Guy A. CALDWELL 

Joun W. CLINE 

HARLAN ENGLISH 

Victor JOHNSON 

T. STONE 

W. CLARKE WeEsSCOE 

Epwarp L. Turner, Secretary. 


REPORT OF THE COUNCIL ON MEDICAL SERVICE 


To the Members of the House of Delegates of the American 
Medical Association: 


The Council on Medical Service and its eight committees 
held 18 regular meetings and 6 regional conferences during 
the year. The regional conferences are actually committee 
meetings held in various sections of the country to which 
representatives of medical societies in the area are invited. 
They have proved effective in stimulating interest among 
physicians and state and local medical organizations; they 
have also provided the committees with local opinions and 
attitudes on problems under consideration. 

These committees, composed of 56 physicians, one non- 
physician, and 6 consultants, provide a varied scope of 
experience, represent practically all fields of medicine, and 
have wide geographical representation. It is only through the 
many hours of time which these committee members willing- 
ly devote to conferences and studies that the Council has 
been able to cover the over-all field of medical service and 
keep abreast of developments and changes. 

Each year the Council itself meets on four occasions to 
discuss, review, and act on the work being done by each of 
its committees and to take under consideration matters re- 
ferred to it by the House of Delegates and the Board of 
Trustees. One meeting is devoted to conferences with the 
committee chairmen to plan activities for the coming year 
and to coordinate the work between committees. 

To serve the Council and its committees in the ever- 
increasing amount of work that must be carried on, it has 
been necessary to increase the number of staff personnel. 
During the year two able men have joined the Council staff: 
Mr. John Guy Miller, with over eight years’ experience in 
medical society work, and Mr. Joe D. Miller, with some 
five years’ experience in hospital administration. This brings 
the Council staff to a total of 20, including the Acting 
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Secretary, Assistant Secretary, Administrative Assistant, 9 
research assistants and field men, and 8 secretarial and 
clerical personnel, 

This year the Board of Trustees approved the Council 
proposal to create a staff task force of four men to carry on 
special assignments. Two men have already been employed 
for this purpose, and, as soon as additional office space is 
available, the other two will be added. 

At this time the Council would like to point out that its 
staff also serves other committees within the Association. 
During the year the following ones have been served in full 
or in part by Council staff members: Commission on Medi- 
cal Care Plans, Committee on General Practice Prior to 
Specialization, Committee on Medical Practices, Task Force 
on Dependent Medical Care, Committee on Relationships 
Between Medicine and Allied Health Agencies, and Com- 
mittee on Medical Rating of Physical Impairment. The staff 
has also assisted the Medical Advisory Committee to the 
Sears Roebuck in developing several projects. 

While it is not possible at this time to review all of the 
activities of the Council and the committees, some of the 
activities covering the period from July 1, 1956, to June 30, 
1957, are reviewed briefly on the following pages. 

However, before going into this review, the Council 
wishes to acknowledge the long and energetic service of 
Mr. Thomas A. Hendricks, who was Secretary from 1945 
through 1956. When Mr. Hendricks came to the Council, 
everyone thought medicine’s problems were at their height. 
Yet, throughout the years new and even greater problems 
arose. As we look back now, we realize the many occasions 
on which we relied on Mr. Hendricks’ experience, judgment, 
and tact in approaching and carrying out projects in the 
controversial area of medical service. In his new position as 
Field Director for the American Medical Association, we 
know that Mr. Hendricks will continue to serve not only 
this Council but other councils, bureaus, and departments 
of the Association. 


Committee on Aging 


The membership of this Committee has remained the same 
during the year and includes Dr. H. B. Mulholland, Chair- 
man, Charlottesville, Va.; Edward L. Bortz, Philadelphia; 
Henry A. Holle, Austin, Texas; Wingate M. Johnson, Wins- 
ton-Salem, N. C.; Cecil Wittson, Omaha; Frederick C. 
Swartz, Lansing, Mich.; Theodore G. Klumpp, New York; 
and J. D. McCarthy, Omaha, ex-officio. Staff members are 
Mr. George Cooley, Secretary, and Mr. Herbert B. Norton, 
Research Assistant. 


Regional and Committee Meetings * 


It was pointed out in the 1956 annual report that few 
medical societies had committees concerned with problems 
of aging; therefore, the Committee decided to hold its meet- 
ings in various sections of the country in the hope of stimu- 
lating interest among physicians and the state and _ local 
medical organizations. The first of such regional meetings, 
as a pilot venture, was held in Seattle during the A. M. A. 
Clinical Session in November of last year. Invitations were 
sent to the state medical associations and to the local medi- 
cal societies of 11 contiguous states and also to known 
members of geriatrics committees in that area. 

In the 1956 annual report it was explained that the Com- 
mittee members, at their first meeting, voted to change the 
name of the Committee by deleting the word “geriatrics” 
and substituting the word “aging” because the latter ap- 
peared to be more all-inclusive and less restricting than the 
term “geriatrics.” This change appeared to be more than 
justified at the Seattle meeting; some 25 physicians devoted 
a great amount of time to a discussion of the aging processes 
and of an acceptable definition of the word “aging.” Other 
discussion areas were (1) aptitude tests and the possibilities 
of setting up criteria for measuring physiological and in- 
tellectual performance for the purpose of determining a 
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person's ability to perform his job, (2) the teaching of 
geriatrics and gerontology in the medical schools, (3) pre- 
ventive geriatrics in private practice, and (4) activities of 
the federal government in the field of aging. 

The area physicians and representatives of the local medi- 
cal organizations who attended gave articulate evidence of 
the interest prevailing in the problems of the aging and 
aged; accordingly, the Committee felt justified in extending 
its plans to hold additional regional meetings. 

The second of the regional meetings was held at Dallas, 
Texas, in April of this year. In spite of one of the worst 
floods in the history of Texas, approximately 50 area repre- 
sentatives from nine contiguous states attended. This meet- 
ing was held during the annual session of the Texas Medical 
Association. The Committee met with the regional physician 
representatives on April 27, and on April 28 they met in 
joint session with representatives of the Texas Medical Asso- 
ciation and the Texas Geriatrics Society. Also in attendance 
were invited guests from the Texas Gerontological Associa- 
tion, Texas Social Welfare Association, Texas Society for 
Mental Health, and Council of Social Agencies of Dallas. 

The purpose of this joint session was to explore the health 
needs of the aging in Texas. Selected speakers introduced 
subjects related to the purpose of the Conference, with each 
followed by a discussion open to all of the participants. 
Subjects introduced included (1) Socio-Economic Aspects, 
(2) Medical Aspects (physical and mental), (3) Hospitals, 
(4) Homes for the Aged, (5) Rehabilitation, (6) Housing, 
(7) Employment, and (8) Religion and Recreation. 

The next regional meeting is tentatively scheduled during 
the A. M. A. Clinical Session in December. 


Areas Under Study 


The Committee is well aware of the fact that problems of 
aging and of the aged are fast becoming popular subjects 
for study and activity on the part of both governmental and 
nongovernmental agencies only indirectly concerned with 
health. With this increasing interest, it is evident that the 
medical profession, through state and local medical societies 
as well as the A. M. A., must be made aware of what is 
going on to be in a position to participate in the planning 
of the future course of events. To assist in this the Com- 
mittee is reviewing the present and proposed activities of 
various governmental agencies and of the voluntary lay 
organizations so that the medical profession may be ap- 
prised of the thinking and planning that is taking place in 
this field. Such information should also give direction to the 
work of this Committee in its efforts to assist medical society 
committees on aging. 

The Committee has resolved to give priority to the follow- 
ing areas: 

1. Retirement (Apititude Tests—Medical Yardsticks). Avail- 
able material in this field is to be compiled under the direc- 
tion of Dr. Wittson and a conference has been scheduled 
for September, in Washington, D. C., to ascertain what tests 
have been and are being developed; authoritative persons in 
the field are being invited. The Committee believes that 
retirement should not be based on chronological age, and 
has requested the staff to obtain data on flexible retirement 
programs for consideration either in September or December. 

2. Periodic Examinations and Evaluations. Before urging 
local medical societies to promote the idea of periodic physi- 
cal examinations, the Committee resolved to prepare a 
sample examination form as a basis for working out specific 
recommendations. Dr. Swartz is directing this project. 

3. Liaison with Federal Government and National Agen- 
cies. The delegates should be aware of the intense and 
widespread interest in “the aged” and “aging” within the 
federal government. The Committee on Labor and Public 
Welfare has had its staff compile and release several detailed 
documents on the subject of the aged and aging, evidently 
a prelude to possible legislative activity. A Federal Council 
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on Aging has been created representing 12 departments and 
agencies. These are Department of Agriculture, Civil Service 
Commission, Department of Commerce, Department. of 
Health, Education, and Welfare, Housing and Home Finance 
Agency, Department of Interior, Department of Labor, 
National Science Foundation, Office of Defense Mobiliza- 
tion, Small Business Administration, Department of the 
Treasury, and Veterans’ Administration. This council has 
broad objectives and a program designed to stimulate ac- 
tivity within the federal government. The Committee has 
taken steps to establish liaison with the Federal Council on 
Aging and its component departments and agencies, Con- 
sistent with the Committee’s policy of maintaining liaison 
with other organizations concerned with aging, an increasing 
number of meetings are being attended by both Committee 
members and staff. Some of the more recent meetings so 
attended were those of (1) the National Committee on Ag- 
ing of the National Social Welfare Assembly—this meeting 
was focused on “retirement”; (2) the 10th Anniversary 
Conference on Aging of the Division of Gerontology of the 
University of Michigan which had “Leisure Time” as its 
theme; (3) the Committee on Aging of the American Pub- 
lic Welfare Association; (4) Regional Conference of the 
U. S. Public Health Service, U. S. Department of Health, 
Education, and Welfare; and (5) Midwestern Regional 
Conference of the Council of State Governments. The Chair- 
man of the Committee, Dr. H. B. Mulholland, is constantly 
being solicited to appear on programs concerned with aging. 
In the current year he appeared on the telecast “aging,” a 
national presentation sponsored by Smith, Kline, and 
French, and has spoken on the subject of aging before many 
groups, including the Welfare Association of Cleveland; the 
World Health Conference on Aging in Louisville, Ky.; the 
Missouri State Medical Association at Kansas City; the State 
Health Conference in Roanoke, Va.; and the Conference on 
Health Needs of the Aging in Texas, at Dallas. 

4. Nursing Homes. Since nursing homes seem to be one 
of the problem areas, it is important to work out proper 
standards for such homes. As an initial approach, the stand- 
ards or laws of each state have been obtained and a con- 
ference arranged with the American Association of Nursing 
Homes and the American Geriatrics Association. 

5. Geriatric Training in Medical Schools. It is the con- 
sensus of the Committee that such training should be given 
within the framework of established medical education pro- 
grams. A study of this, under the direction of Dr. Wingate 
Johnson, is under way and conferences will be held with 
representatives from the Council on Medical Education and 
Hospitals and others with a special interest in this field. 

6. Guides for Medical Society Committees on Aging. Since 
the Committee has requested medical societies to establish 
committees on aging, it becomes necessary to provide some 
direction or guidance for their work. In view of this, a guide 
for the organization and operation of committees on aging is 
in process and will be made available to all medical societies. 


Publications and Inquiries 


The series of 15 articles on specific aspects of aging which 
was discussed in the 1956 annual report is scheduled for 
early publication in THE JOURNAL. 

Medicine at Work, in the July 27 issue of THe JourNAL, 
is devoted to an article on aging. This article, written by a 
member of THE JouRNAL staff, penetrates the many fronts 
which are attacking the problems of aging, and how they 
are doing it, including the prominent role being played by 
the A. M. A. Committee on Aging. 

The staff is receiving an increasing number of inquiries 
from physicians, medical societies, and other professional 
and lay persons. These inquiries range from requests for 
general information to specific areas; of the latter, nursing 
homes appear to be a favorite area of interest. 
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Recommendations 


The Committee pointed out in its last annual report that, 
despite the widespread interest and the great amount of 
space in medical and other publications devoted to prob- 
lems of the aging, only a few state medical associations seem 
to have committees devoting time to this subject. At present, 
the following states have reported committees on aging. 
They are either in the form of a specific committee, a sub- 
committee, or part of a committee on chronic illness. 


States with Specifie Committees 


California Pennsylvania 
Kentucky South Dakota 
Louisiana Texas 
Montana Utah 
Maryland Washington 
Nevada Wisconsin 


North Dakota 


States ee Aging Problems as 
Part of Committee on 


States with Subcommittees rc hronie Illness 


Arizona Georgia 
Colorado Iowa 

New Jersey Minnesota 

New York North Carolina 


Virginia Rhode Island 


Vermont 

Since it is evident that the federal government, state 
governments, and many voluntary health and welfare or- 
ganizations are spending vast amounts of money and time 
in planning and developing programs to meet the health 
needs of the aged and to explore the problems of aging, it 
would seem that all state medical associations should take 
such action as would assure participation of the medical 
profession in these activities. Therefore, the Committee 
recommends that the House of Delegates urge every state 
‘medical association to create a committee on aging or to 
assign this problem to an existing committee. 

It is understood that there have been a number of bills 
introduced into Congress for the purpose of creating a 
bureau of older persons. The Committee is of the opinion 
that the present methods of coordinating activities relating 
to aging within the federal government are adequate and, 
therefore, the Committee is opposed to the establishment of 
such a bureau. It is the understanding of this Committee 
that the Committee on Legislation of the A. M. A. is also 
opposed to the establishment of a special bureau, 


Committee on Relations with Lay Sponsored 
Voluntary Health Plans 


The membership of the Committee on Relations with Lay 
Sponsored Voluntary Health Plans is composed of Drs. H. 
Russell Brown, Watertown, S. D., Chairman; Lewis A. 
Alesen, Los Angeles; F. J. Elias, Duluth, Minn.; J. Stanley 
Kenney, New York; George S. Klump, Williamsport, Pa.; 
Raymond M. McKeown, Coos Bay, Ore.; Mr. C. H. Crown- 
hart, Madison, Wis.; and J. D. McCarthy, Omaha, ex officio. 

The Committee has held no scheduled meeting during the 
period of this report due primarily to the fact that the 
Commission on Medical Care Plans has within its scope of 
study many aspects which would normally be within the 
realm of this Committee's interest. Two members of this 
Committee also serve on the Commission on Medical Care 
Plans. 

Although no formal meetings have been held, the Com- 
mittee continues to receive information with respect to 
health benefit programs within the field of its official interest. 

It is the understanding of this Committee that the Com- 
mission anticipates the filing of its final report by the time 
of the 1957 Clinical Session. In the event the present time- 
table is maintained, this should facilitate the resumption of 
normal activities of this Committee of the Council and per- 
mit its reactivation on a full-scale basis. 
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Committee on Prepayment Medical and 
Hospital Service 


The membership of the Committee on Prepayment Medi- 
cal and Hospital Service is composed of Drs. Percy E. Hop- 
kins, Chicago, Chairman; John Conway, Clovis, N. Mex.; 
Charles G. Hayden, Boston; Quentin Kintner, Port Angeles, 
Wash.; Robert L. Novy, Detroit; O. B. Owens, Alexandria, 
La.; Carl F. Vohs, St. Louis; Carlton E. Wertz, Buffalo; 
and J. D. McCarthy, Omaha, ex officio. Mr. Howard O. 
Brower serves as Committee secretary. Since the last annual 
report the Committee has had two meetings. 


Voluntary Health Insurance 


Blue Shield and Other Medical Society Approved, and 
Blue Cross or Blue Cross Coordinated Plans: The number of 
persons enrolled in voluntary health insurance plans which 
are either approved or sponsored by medical associations or 
coordinated with local hospital benefit plans increased dur- 
ing 1956 to a total of 42,280,458. This represents an 
increase of 3,195,153 over the figure of 39,085,305 at the 
end of 1955. During 1956 one new medical-society-approved 
plan was organized and commenced enrollment during the 
latter part of the year. 

All Types of Insurance Mechanisms: All insurance and 
similar mechanisms designed to assist in fiancing health care 
reported impressive enrollment gains. By the end of 1956, 
approximately 116 million persons had some kind of hos- 
pital expense protection. That represented a 7.7 increase 
for the calendar year. The extent of surgical expense pro- 
tection of all types increased 10.2 covering over 101 mil- 
lion persons. The number of persons having regular medical 
expense insurance increased 16.9% covering approximately 
65 million people. Those having major hospital and medical 
expense coverage at 1956 year end totaled 8,876,000. 

The figures in the preceding paragraph as well as those 
shown in the following tables were devised from the 11th 
Annual Survey of the Health Insurance Council on “Volun- 
tary Health Insurance in the United States.” 


Total Enrollment as of Dec. 31, 1956, 
by Type of Benefit and Type of Insurer 


No. of Persons Protected 


Revular 
Hospital Surgical Medical 
Type of Insurance Organization Expense Expense Expense 


Unadjusted total 
Duplication estimated! ............. 


Blue Shield-Blue 


plans 
( 
Consumer-sponsored 
P rivate xroup clinies 


' Number indicates those who may carry insurance 


one company 

? Inchides some plans which may 
hence the variance between the HIC 
previous 


27 629 000 


72540,000 
581,000 


66 259 000 
53162 000 
3,051 000 
631,000 
93 000 
479,000 
104-000 
4.654.000 
8,126 000 


115,949,000 


23,074,006 


68 980) 000 
000 


62 996 
$2 570,000 
3.016 000 
1,011 000 
49 000 
185.000 
300 000 
4.909000 


9,150,000 


101,325,000 


6.780 000 


31.866 00 
2 910000 


29 756 000 


33,907 000 


731.000 


5.276 000 
4.048.000 


64.891 000 


with more than 


not be medical- ang iety-approved;: 


figure and the . figure as 


% Estimated number of persous who carry both insurance company 
and Blue Shield) Blue Cross or similer contracts 


As in the past, the Committee on Prepayment Medical 


and Hospital Service assisted in the efforts of the Survey 
Committee of the Health Insurance Council along with the 
Blue Shield and Blue Cross Commissions, insurance com- 
panies (through their trade associations) and other contrib- 


536.000 
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uting organizations. All figures were compiled and collated 
to eliminate duplication in reporting the numbers insured as 
explained in the footnotes to the foregoing table. 

In releasing the 1956 year-end figures, the Health Insur- 
ance Council estimated that by the middle of 1957 hospital 
expense benefit enrollment had increased to some 118 mil- 
lion persons with surgical and regular medical expense bene- 
fit coverages extending to 103 million and 67 million 
respectively. Moreover, the major hospital and medical ex- 
pense benefit figure was then estimated to be 10 million. 
These interim estimates would indicate that over 70% of the 
entire United States civilian population is currently protected 
by some form of voluntary health insurance. 

Growth in number of persons insured alone does not tell 
the full story. Medical-society-approved plans and other pro- 
grams are continuing to (1) revise underwriting practices 
regarding age limits, size of groups and individual enroll- 
ment, (2) make improvements in existing coverage, and (3) 
experiment in newer types of benefits and coverage. 

The amount of health care financed through the medium 
of insurance and similar mechanisms has reached significant 
proportions as reflected by the sums reported in claims dur- 
ing 1956. This is evidenced by the following tabie which in- 
dicates the disbursements by category of expense and by 
type of insuring organization. 

Total Payments During 1956, by 
Type of Benefit and Type of Insurer 
Type of Insurer 
Blue Shield-Blue Cross.... 
Insurance companies ...... 9010 0100 000 


Hospital Surgieal-Medical Total 
$1,010,000 000 $405,000 000 
465,000,000 


$1,415,000,000 
1,365,000 000 
Independent plans ........ 80,000,000 


85,000 000 165,000,000 


$1,990 000 000 $955,000 080 $2 945,000,000 


Committee Publications 


The health insurance brochure entitled “Voluntary Pre- 
payment Medical Benefit Plans” was revised this year, as 
well as the supplementary pamphlet “Charts and Graphs.” 
Copies of each were mailed to the members of the House of 
Delegates, Board of Trustees, and officers of the Association, 
state and county medical society secretaries and executive 
secretaries, plans listed in the brochure, and hospitals with 
approved internships and residencies in addition to a large 
number sent in response to individual requests. 

The popular pamphlet “Growth in Voluntary Health In- 
surance” is in the process of revision. This publication sum- 
marizes the total enrollment information relating to all types 
of programs and also defines the meanings of certain terms 
used in the health insurance field. 


Simplified Claim Forms 


The Committee has evidence of continued interest in the 
subject of simplified claim forms. Although some concern is 
expressed regarding the extent of medical information re- 
quested under some types of coverage, these complaints are 
far less frequent than was the case prior to the development 
of the simplified forms. Periodically physicians complain that 
they are requested to complete several copies of a medical 
report form. In the majority of cases reviewed by staff, it 
was learned that such requests did not emanate from the 
principal office or medical department of the carrier; but 
were invoked either by the employer or by a local claims 
administration office. 

Should physicians continue to be requested to complete 
multiple copies of a form for the same treatment, it is sug- 
gested that they check the necessity for this duplication of 
clerical service with the home office of the company or with 
the medical department. If this does not result in correction 
of the problem, the Committee will be glad to be of any 
possible assistance upon request. 


J.A.M.A., Oct. 26, 1957 


Insurance Abuses 


From some sources, the Committee continues to receive 
expressions of concern regarding the extent of suspected 
abuses of insurance programs. It is believed that in any 
such situation which involves the medical profession, these 
matters should be discussed with the medical society in the 
area involved by the plan or carrier. The Committee has en- 
couraged the timely discussion of these problems after first 
ascertaining that reasonable grounds exist. It is further 
recommended that the medical directors of the plans and 
carriers should assume an important role in any contacts 
with local medical organizations. 

To the many physicians who have a proper understanding 
of the insurance mechanisms, their intended purpose and 
those who do not contribute to the alleged abuses, there is 
an understandable resentment regarding the extent to which 
the profession is criticized. It is, therefore, encouraging that 
there are also expressions complimentary to the profession 
as evidenced by certain remarks in a paper presented re- 
cently before a group of administrators of employee benefit 
programs which was an appraisal of developments under a 
liberalized program about which doubts had been expressed 
at its inception: 

“The widely expected abuses have not materialized. Of 
course there have been a few attempts discovered and prob- 
ably several that have not been discovered. But cases of ex- 
cessive charges (for example) have been an insignificant 
part of the total right from the beginning—and the trend is 
downward as understanding spreads. Our claims cost for the 
first year was within our preliminary estimate of cost—and 
we made no conscious allowance for abuse or over-use. 

“We have made a preliminary comparison of the average 
surgical fees charged . . . against the average fees charged 
under our prior Plan with its $175 surgical schedule. There 
is no indication in these early data of abuse, either for the 
country as a whole or by geographical location. As a matter 
of fact the new surgical fee average in some cases is lower 
than it was under the prior Plan. . . .” 

Moreover, that report goes on to state: 

“The doctors and hospitals, once they understand it, are 
enthusiastic about the comprehensive approach. Doctors are 
particularly appreciative of the plan’s flexibility and the 
absence of fee schedules, and they are generally using their 
new freedom responsibly.” 


“Pre-Retirement Financing 
of Health Insurance for Retired Persons” 


Resolution 8, 1956 Clinical Session concerning this topic 
was introduced by the Pennsylvania delegation, Accompany- 
ing that resolution was a report (identified as appendix A) 
suggesting a method of financing which had been prepared 
for the Commission on Geriatrics of the Medical Society of 
the State of Pennsylvania. 

It is understood that the appended report as such was not 
approved by the Medical Society of Pennsylvania, but rather 
it was referred to the American Medical Association for 
study along with due consideration of other possible methods 
of financing. The final “resolved” stipulated that a report of 
study and recommended methods of financing be presented 
to the House of Delegates at the 1957 Clinical Session. 

This matter was referred promptly to the Council on Med- 
ical Service and to its Committee on Prepayment Medical 
and Hospital Service. A study of that resolution and the 
appended material as well as reviews of the several methods 
now utilized in providing health insurance benefits to re- 
tirees have emphasized the complexities of the problems. 

As indicated in the resolution now under consideration 
and as mentioned in its Supplementary Report to the House 
during the 1954 Clinical Session, the Council and Com- 
mittee on Prepayment Medical and Hospital Service appre- 
ciate that financing, although important, is only one of the 
problems to consider. 
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Officials of Blue Shield and other medical-society-ap- 
proved benefit plans, insurance companies, as well as ad- 
ministrators of health and welfare programs and employers 
have recognized many of the problems and have undertaken 
a wide variety of experimental approaches in search of their 
solution. 

In view of the many facets of the problem and the variety 
of approaches, the Council and Committee were unable to 
prepare a complete report together with recommendations by 
the deadline established for publication of reports in Tue 
JoURNAL prior to the Clinical Session. Accordingly, a more 
comprehensive treatment of the substance of resolution 8 
will be contained in a Supplementary Report. 


Committee on Federal Medical Services 


The membership of this committee has had one change 
during the year. Dr. Donald C. Conzett, Dubuque, lowa, 
was selected to replace Dr. Joseph D. McCarthy of Omaha, 
who, as Chairman of the Council, will be an ex officio mem- 
ber of all committees, Other members are Drs. Louis M. 
Orr, Chairman, Orlando, Fla.; J. Lafe Ludwig, Los Angeles; 
Richard L. Meiling, Colhanbus. Ohio; Vincent W. Archer, 
Charlottesville, Va.; Russell B. Roth, Erie, Pa.; Oscar B. 
Hunter, Washington, D. C.; and J. D. McCarthy, Omaha, ex 
officio. Staff members are Dr. Thomas A. Alphin, Washing- 
ton, D. C., and Mr. C. Joseph Stetler, consultants; Mr. 
George Cooley, Secretary; and Mr. James Fleming, Research 
Assistant. 

The Cemmittee on Federal Medical Services met three 
times during the period from July, 1956, to July, 1957. 
Meetings were held at Chicago on Oct. 13-14, 1956, and on 
Jan. 25, 1957, and at New York on April 5, 1957 


Regional Conferences 


The Committee sponsored three regional conferences on 
veterans’ medical care during the year. The first, for states 
in the central region of the United States, was held 
Chicago on Jan. 26, 1957: the second, for the western re- 
gion, was held in Reno, Nev., on March 16, 1957; and the 
third, for the eastern region, was held on April 6, 1957, in 
New York. 

The purpose of these conferences was to explain the new 
policy statement on veterans’ medical care adopted by the 
House of Delegates at Seattle in November, 1956, to de- 
termine the medical profession’s reaction to this policy 
change, and to bring the state medical associations up to 
date on other developments in the field of veterans’ medical 
care since the Committee's last conference, held in Chicago 
in February, 1955. The role the state association should play 
was also discussed and suggestions from the states as to 
future activities for the Committee were requested. 

Attendance at the conferences provided representation 
from most sections of the country. The Chicago (central 
region) conference was attended by 32 representatives from 
18 states, the Reno (western region) conference by 26 rep- 
resentatives from 10 states, and the New York (eastern 
region) conference by 17 representatives from 11 states, a 
total of 54 physicians and laymen from 36 states (Pennsyl- 
vania, Rode Island, and Washington were represented at 
two conferences ). 

Matters of particular interest to the state representatives 
were the changes instituted by the new policy statement, 
the report on recent legislative developments affecting vet- 
erans’ medical care, and the status of the Hometown Care 
program. Each of these matters will be discussed under a 
separate heading in this report. 

The Committee feels that the attendance and discussion 
at these conferences indicate a continuing interest and con- 
cern on the part of the medical profession at large and a 
desire for further action on the problem of VA care. The 
Committee is also pleased to report that, despite a lapse of 
two years between conferences with state representatives 
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and a change in membership in many state veterans’ affairs 
committees, those attending were uniformly well informed 
on the policy, the philosophy underlying it, and recent de- 
velopments in veterans’ care. It is believed that this, also, 
demonstrates a lively interest in the problem on the part of 
local societies and component associations. 


New Policy Statement 


Basic to the Committee's activities in the field of veterans’ 
care is the new policy statement adopted by the House of 
Delegates at Seattle, November, 1956, after consideration of 
the 1956 Committee’s annual report. Briefly, the new policy, 
and its points of difference from the policy adopted in 
June, 1953, are as follows: 

1. Veterans requiring care for service-connected disabili- 
ties are entitled to full federal care for those disabilities. 
(This has consistently been the policy of the American 
medical profession. ) 

2. Veterans requiring care for non-service-connected disa- 
bilities should provide it themselves or, if medically indigent, 
should be state or local responsibilities. Until the existing 
law is changed, however, priority for any non-service- 
eonnected care provided should go to those suffering from 
illnesses or disabilities which are economically catastrophic. 
(The previous policy statement made a temporary excep- 
tion, on the basis of inadequate facilities, for patients with 
tuberculosis and neuropsychiatric disorders. ) 

It has been the consensus of physicians attending the 
regional conferences that this is an improvement upon the 
1953 policy statement in that it delineates more clearly the 
medical profession's belief that the Veterans’ Administration 
should be responsible for service-connected care only. On 
the other hand, the recommendation that, until the law is 
changed, priority should be based on catastrophic financial 
need is a more practical formulation than the previous 
“temporary exception.” Conference representatives pointed 
out that, at times, they had found it difficult to justify VA 
care for tuberculosis and neuropsychiatric cases while deny- 
ing it for other costly long-term and terminal illnesses. 

In June, 1957, the House of Delegates adopted a resolu- 
tion reiterating the medical profession’s opposition to the 
construction of additional VA_ facilities for the care of 
veterans with non-service-connectesl illnesses. This action 
was based on resolutions proposed by California and 
Georgia. 

Medical Society Responsibility 


The Committee believes, however, that further eaiphasis 
should be placed on that portion of the reference commit- 
tee’s report (June, 1957) which states that “under the 
circumstances it will be to the best interests of the public 
in general, and veterans in particular, if medical societies, 
county and state as well as national, develop committees to 
assist’ in guarantecing VA_ hospital admission to  service- 
connected cases.” It also wishes to call attention to the 
further recommendation, adopted by the House, “While the 
present law exists, we should help assure that veterans 
whose illness constitutes economic disaster will not be 
displaced by those suffering short-term remediable _ ills 
which, at the worst, constitute financial inconvenience.” 

According to the Committee's latest survey, all but. six 
state associations have a committee on veterans’ affairs; two 
associations discontinued such committees during the past 
year. The Committee on Federal Medical Services Newsletter 
has reported these recommendations to all members of these 
state committees. In accord with this policy correspondents 
requesting assistance in obtaining hospitalization for veterans 
with service-connected disabilities have been referred to 
state or local medical societies. 

However, no state associations have reported action which 
would carry out the suggestions of the House. Positive ac- 
tion by medical societies to obtain hospitalization for 
service-connected cases and, under existing laws, to insure 
that eligible non-service-connected cases are admitted ac- 
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cording to need would be praiseworthy in itself and would 
serve to negate many of the attacks on the medical profes- 
sion’s VA policy. The Committee, therefore, reiterates the 
suggestions of the House that state and county societies 
establish some formal plan to achieve these objectives. 


Committee Publications 


In March, 1957, the Committee published and distributed 
a new factbook entitled “A. M. A. Policy on Medical Care of 
Veterans.” This 24-page booklet presents, in question-and- 
answer format, a discussion of the policy, its basis, the legal 
and moral aspects of the present program, its competition 
with civilian health programs, and the cost of VA medical 
care. The latest statistical data available at time of publi- 
cation is used. This booklet supersedes both the “Speaker's 
Kit on VA Medical Care” and “Factbook on VA Medical 
Care,” on which publication has been discontinued. 

During the July, 1956, to July, 1957, period the Committee 
published six issues of the Federal Medical Services News- 
letter. The major subject reported was veterans’ medical 
care; however, Newsletters have also included articles on 
Indian health, the Public Health Service, Medicare, Hill, 
Burton hospital construction, Foreign Service medical care, 
the U. S. Medical Library, Public Assistance medical care, 
and a 3-part survey of the medical care program of the 
Panama Canal Zone. This is in keeping with the June, 1955, 
House directive to the Committee to inform the profession 
concerning the numerous nonmilitary governmental medical 
programs in existence in addition to that of the Veterans’ 
Administration. 

An address given by Dr. Orr, chairman of the Committee, 
before the Louisiana State Medical Association, entitled “To 
Socialism and Socialized Medicine By Way of the Veterans 
Administration,” was printed in THE JoURNAL of the A. M. A. 
and reprinted in pamphlet form under the title “The Trojan 
Horse.” It has been widely distributed through the Depart- 
ment of Public Relations. Reprints have also been made of a 
letter disagreeing with this address, together with Dr. Orr’s 
reply, as they appeared in THe JourRNAL of the A. M. A., 
June 1, 1957, pages 572-579; copies have been sent to all 
members of state veterans’ affairs committees. 

The Committee has prepared a limited number of sets of 
35-mm. film slides which demonstrate, in graphic form, the 
policy of the medical profession and various statistical data 
relevant to the veterans’ medical problem. These may be 
used, in conjunction with the new factbook, in presenting 
talks on the problem to local medical societies and service 
organizations. 


VA and Workmen’s Compensation Cases 


The VA, for some years, has been hospitalizing veterans 
with non-service-connected illnesses and injuries covered by 
workmen's compensation and private health insurance, and 
billing the insurers for such care. At the Seattle session, the 
House stated that such veterans should not be considered 
“unable to pay” for care and should, therefore, be ineligible 
for VA hospitalization. The Council on Medical Service was 
instructed to take necessary action to remedy this situation. 

As reported to the House on June 1, 1957, represent- 
atives of the Council and its Committee on Federal Medical 
Services met with VA representatives on May 6; A. M. A. 
Washington Office representatives also conferred with offi- 
cials of the Bureau of the Budget, the Department of 
Justice, and the General Accounting Office during May. On 
May 20, Washington Office representatives called on Con- 
gressman Teague, Chairman of the House Committee on 
Veterans Affairs, and discussed these conversations with him. 

The VA opinion was that hospital administrators are 
obliged to admit any non-service-connected case for which 
a bed is available if the veteran signs the statement of in- 
ability to pay and that they cannot question the veteran's 
appraisal of his ability to pay at the time of admission. 
However, both the Bureau of the Budget and the General 


J.A.M.A., Oct. 26, 1957 


Accounting Office, it is believed, would favor either legisla- 
tion or regulatory action prohibiting VA care for non-service- 
connected cases with workmen’s compensation coverage, 
while the Department of Justice indicated that such ad- 
missions might be susceptible to prosecution for fraud. 

On May 29, 1957, as reported at the hearings on the 
Council’s report, the VA issued a directive (Interim Issue 
10-434) to all hospital administrators informing them that, 
when they receive information that a veteran is entitled to 
care, at no cost to himself, for an occupational illness or 
injury under some form of industrial insurance coverage, 
they shall so inform the veteran. They shall request him to 
review his statement of inability to pay and, if medically 
feasible, to arrange voluntarily for transfer elsewhere. If the 
veteran refuses, his file is to be referred to the VA Central 
Office. 

The reference committee, in reviewing the Council's re- 
port, noted that this directive was in accord with resolutions 
12 and 23 of the Seattle session; it agreed with the Council, 
however, that “the only definitive way to terminate the un- 
desirable practices mentioned in the resolutions and the 
report would be by amending the law so that there can be 
no doubt as to its purposes and intent.” The reference 
committee therefore recommended that the Board of Trus- 
tees take appropriate action. 

Since the June session, two additional items may be re- 
ported. On June 26, the Veterans Administration made 
public its new procedure on Workmen's Compensation 
covered cases through a press release, which added the 
information that files sent to the Central Office for review 
may be referred to the Department of Justice, which may 
prosecute. Also in June, Council and Committee represent- 
atives met with the general manager of the Association of 
Casualty and Surety Companies in New York to discuss its 
position on this problem. 

The A. M. A. representatives learned that early discus- 
sions among representatives of member companies indicated 
two points of view. One was that, by the acceptance of 
premium covering costs of hospitalization, there might be a 
moral obligation on the part of insurance carriers to reim- 
burse Veterans Hospitals for hospitalization services, espe- 
cially so if Veterans Hospitals cooperated fully with the 
companies by submitting the necessary forms and reports 
and by permitting doctors to testify in compensation cases— 
it being understood that this obligation, if any, would be in 
no greater amount than would ordinarily be paid if the 
injured employee were in a private hospital. 

On the other hand, there was a point of view to the 
effect that the rules and regulations of the Veterans Ad- 
ministration which maintain a right to such reimbursement, 
are not predicated on any valid law of Congress. 

During the long period of discussion, items appeared in 
the press advocating both sides with implications that the 
carriers, by refusing to pay Veterans Administration Hos- 
pitals, were the recipients of charity to the detriment of the 
taxpayer. Refusal to pay hospital bills that might otherwise 
be paid to private hospitals in compensation cases also posed 
the possibility of legislation which might give the carrier 
less right to medical reports and needed expert testimony 
than would exist if a friendly agreement were reached. 

For the aforementioned, and other reasons, the Associa- 
tion of Casualty and Surety Companies felt that the argu- 
ment in favor of a moral obligation warranted some 
arrangement. Therefore, without admitting any legal obliga- 
tion, the executive committee of the Association of Casualty 
and Surety Companies entered into an understanding to 
accept Veterans Administration Hospital bills for payment 
under certain conditions. 

The American Medical Association's position was _pre- 
sented to the claims committee of the ACSC during the 
week of June 10 by its general manager. The Claims Com- 
mittee decided that the member companies should, for the 
present, follow the same course as in previous years and 
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pay VA claims where applicable, but that under no circum- 
stances would they encourage the use of VA hospitals for 
such care. They are also circularizing the VA directive of 
May 29 to all members of the association. 

It is believed that officials of many of the companies 
would favor legislation to prevent VA_ hospitalization for 
injuries and illnesses covered by workmen’s compensation. 


Medical Care for Civil Service Employees 


As reported to the House in June, 1957, the question of 
medical care for civil service employees at military installa- 
tions was first introduced by the Texas delegation at the 
June, 1956, session. The Council reported in November, 
1956, that this program had not resulted in more than a 
token utilization of drafted physicians. The Texas delegation 
felt, however, that the main point at issue was the threat of 
encroachment by federal medical facilities on private prac- 
tice. The House therefore recommended further investigation 
by the Council’s Committee on Federal Medical Services, 
including an on-the-spot survey of the “pilot plan” in San 
Antonio, and a report at the June session. 

The Council sent a Task Force, including representatives 
from the Council, the Committee on Federal Medical Serv- 
ices, the Council on Industrial Health, and the Council on 
National Defense. One meeting was held in Dallas with 
representatives from the Texas Medical Association. Two 
conferences with Bexar County Medical Society representa- 
tives were held during the survey of Kelly A. F. B., San 
Antonio, where the “pilot plan” had been set up. 

As a result of the survey and conferences, the Council 
recommended to the House on June 1, 

at screening examinations concerned primarily with 
personal rather than occupational health should be consid- 
ered within the province of the family physician; 

2. That the House consider the question of whether Civil 
Service government employees should, for occupational 
health purposes, be considered the same as employees of 
private industry; 

3. That examinations, screening or otherwise, not con- 
cerned with or for the purpose of work assignment or related 
to employment conditions be considered personal health 
examinations and the proper function of the employee's 
private physician. When undertaken by industry or govern- 
ment, they are an encroachment on the private practice of 
medicine. 

These recommendations were adopted. 


Hometown Medical Care 


After World War II, the Veterans Administration found 
itself with inadequate facilities to provide high quality out- 
patient care for veterans with service-connected illnesses and 
injuries. Accordingly, it requested and received the coopera- 
tion of private physicians in establishing a “Hometown” 
medical care program. Under this system, the veteran pa- 
tient received care from his family physician, when author- 
ized by the VA, and the VA paid the physician’s fees, thus 
providing continuity of care and saving the veteran both 
the time and inconvenience involved in travel to the nearest 
VA outpatient clinic. 

In some states, the VA contracts with individual physi- 
cians, who are the only non-VA physicians in the state 
providing this outpatient care (“designated physician” sys- 
tem). In other states, the VA negotiates a fee schedule with 
the state medical association, which provides also a list of 
physicians willing to participate in the program; the VA 
then deals directly with these physicians (“direct contract” 
system ). 

A third system, in effect in eight states and Hawaii, is 
known as the ‘intermediary” type of program. The VA 
negotiates a fee schedule with the medical association, but 
administration of the program is in the hands of a third 
party, or “intermediary,” appointed by the medical associa- 
tion, which handles such matters as receiving and recording 
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claims, billing the VA for care, and paying the physicians. 
In six states, the local Blue Shield agency acts as the 
intermediary. 

In recent years, the VA has been attempting to curtail 
use of the Hometown care program. Its own outpatient 
departments and clinics have increased in capacity, and VA 
officials have testified at congressional hearings that the 
Hometown Care method is considered merely supplemen- 
tary, and that the VA prefers to use its own facilities wher- 
ever possible. Particular emphasis has been placed on 
discontinuance of the intermediary type plans, since the VA 
claims that duplication of administration makes these plans 
particularly expensive. 

The VA planned to discontinue the intermediary plans at 
the end of 1956, in the middle of a contract year, and so 
notified several state associations. These states, acting in 
cooperation with local veterans’ groups and congressional 
representatives, were able to keep the contracts in effect 
until the end of fiscal year 1957, which ended June 30. 

In January, 1957, representatives of the eight states with 
intermediary plans and Hawaii decided to coordinate their 
efforts to keep the intermediary contracts in effect. The 
group's first meeting was held in Chicago on February 10, 
with representatives of the Council on Medical Service and 
the Committee on Federal Medical Services present as 
observers. 

In March, representatives of the states with intermediary 
plans, together with observers from the A. M. A., conferred 
with Dr. Middleton, VA chief medical director, in Wash- 
ington. At this meeting, Dr. Middleton stated that the VA 
neither desires nor intends to eliminate intermediary pro- 
grams; uniform contracts have been drawn up and signed 
by the states involved. 

The states at present providing Hometown care under 
intermediary type contracts have suggested that this type of 
contract provides the most adequate care for the veteran 
patient and provides the physician with a stronger voice in 
the professional aspects of that care. They have, therefore, 
recommended that the Council on Medical Service aid in 
the extension of this system to other states, which now 
provide Hometown care under a “direct contract,” or 
“designated physician” arrangement. 

At the June, 1957, session of the House of Delegates 
resolutions were proposed by the California and Michigan 
delegations regarding Hometown Care programs. The Cali- 
fornia resolution recommended restudy of the program by 
those states where it is not at present successful and that 
available actuarial and other data from successful plans be 
made available to other states. The reference committee 
noted that this Committee was already studying this matter 
and recommended that no action be taken until the Council 
reported on the study. The Michigan resolution recom- 
mended that, since the intermediary method was in use in 
Medicare, it should be recommended by the Association to 
all constituent societies. The reference committee disap- 
proved this resolution, since the use of the intermediary 
method in Medicare was the choice of the individual states 
rather than of the American Medical Association. 

The Council has, accordingly, sent each state a question- 
naire designed to determine the extent of interest in the 
intermediary type plan; if sufficient interest is expressed, 
the Committee on Federal Medical Services plans to spon- 
sor a conference at which the relative merits of the three 
arrangements may be fully discussed. 


Legislative Developments 


Congressman Teague, chairman of the House Comunittee 
on Veterans Affairs, has introduced a bill this session 
(H. R. 58) which would modify admission procedures at 
VA hospitals, demand a stricter accounting of the assets and 
liabilities of the veteran with non-service-connected illness 
or injury, and emphasize to the applicant the seriousness of 
false statements of inability to pay. The A. M. A.’s approval 
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of this bill, as a step toward curtailment of non-service- 
connected VA care, was stated at House committee hearings 
on March 5, 1957, by Dr. Edwin S. Hamilton, speaking for 
the Board of Trustees, and Dr. Russell B. Roth, representing 
the Committee on Federal Medical Services. At the end of 
June, 1957, however, no action had been taken on this bill 
by Congress. 
Other Federal Medical Activities 

Since Indian health became a responsibility of the Public 
Health Service, an appreciably greater interest in providing 
medical care for these people has been evidenced in Con- 
gress. Bills have been introduced during the past session for 
grants-in-aid to build modern sanitary facilities for the 
Indians, since lack of adequate sanitary facilities appears to 
be a basic cause for the high rate of disease and mortality 
in Indian communities. Legislation has also been asked to 
provide more hospital facilities for the Indians, either 
separately or as part of the hospital system serving com- 
munities adjacent to Indian reservations. It does not appear 
likely that any action will be taken on these proposals before 
1958. 

Government employees in the Panama Canal Zone have 
negotiated an indemnity-type hospital-surgical insurance 
plan with a commercial firm in the United States, which 
pays the employee part of the cost of obtaining care from 
the government medical program. Since the new plan went 
into effect only this spring, no detailed information as to its 
effectiveness is yet available. 

The Committee will maintain a continuing check on 
progress in these and other fields of federal medicine, and 
will inform the profession of any new developments. 


Future Activities 


In addition to the specific studies on workmen's com- 
pensation cases in VA hospitals and medical care for Civil 
Service employees at military establishments, on which the 
Council presented reports at the June, 1957, session, the 
Committee has, at present, three primary directives from the 
House of Delegates. The first two are continuing directives 
from the June, 1956, session: 

1. To continue the educational program for the physician 
concerning the medical profession's policy of federal care 
for veterans and, when feasible, to expand this educational 
program to include the general public. 

2. To expand the educational program to include all 
federal nonmilitary medical services, rather than veterans’ 
care alone. 

The third directive stems from the resolutions adopted at 
the November, 1956, session, and requires the Council and 
Committee to take whatever action is possible to eliminate 
VA care of non-service-connected disabilities which are 
covered by private health insurance. 

To implement the first two directives, the Committee: 

1. Has continued publication of the Federal Medica! 
Services Newsletter, on a monthly or bimonthly schedule, 
covering a cross-section of federal medical programs, with 
major emphasis on VA hospitalization. 

2. Has published a new factbook, to be utilized by the 
profession to understand and to explain the A. M. A. policy 
on veterans’ medical care. 

3. Will continue surveys of medical care provided through 
various federal departments and will report to the profes- 
sion on these studies as well as relevant studies made by 
other committees of the Council on Medical Service. 

4. Is maintaining liaison with state medical associations 
and intermediary agencies concerned with the Hometown 
Care program and, if sufficient interest is found to exist, will 
sponsor a conference or conferences on this subject. 

5. Has recommended to state associations the sponsorship 
of local conferences on VA medical care, either separately 
or as a part of some other local medical meeting. The 
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Committee stands ready to assist such conferences in any 
way possible, including having Committee representation 
present, if the state association should so request. 

In regard to the third directive, the Counci] and Com- 
mittee feel that, due to basic differences between workmen’s 
compensation and health insurance coverage, it would be 
wiser to consider them, in relation to the VA’s “inability to 
pay” requirement, as distinct problems. The Committee also 
feels that private health insurance coverage in relation to 
the VA is the more difficult problem, and should be held in 
abeyance while workmen’s compensation coverage is being 
discussed in Congress and the various government agencies. 


Committee on Medical Care for Industrial Workers 


The members of this Committee are Drs. W. A. Sawyer, 
Chairman, Rochester, N. Y.; W. Clark Bailey, Harlan, Ky.; 
T. J. Danaher, Torrington, Conn.; W. F. Draper, Washing- 
ton, D. C.; F. J. Holroyd, Princeton, W. Va.; E. P. Jordan, 
Charlottesville, Va.; M. N. Newquist, New York; and F. W. 
Slobe, Chicago. Consultants are Drs. D. A. Dukelow and 
Arthur Springall. Members of the Committee staff are Dr. 
B. Dixon Holland, Secretary, Council on Industrial Health; 
Mr. George W. Cooley, Acting Secretary, Council on Medi- 
cal Service; and Mr. Murray Klutch, Research Assistant. 


UMWA Welfare and Retirement Fund 


The major portion of the Committee’s time during the year 
revolved around problems in relationships between the 
medical profession and the United Mine Workers of America 
Welfare and Retirement Fund. In its last report the Com- 
mittee had noted with some satisfaction that progress in re- 
solving these problems had been made, particularly in Penn- 
svivania through the agreement between that state society 
and the Fund, and that similar progress could be expected 
elsewhere. It was a shock, therefore, to the Committee to 
learn that the Pennsylvania Agreement '! was abruptly termi- 
nated on Oct. 23, 1956, by the house of delegates of that 
state. This action was quickly followed by a number of reso- 
lutions by county societies in that state and in several others 
in favor of tree choice of physicians and a_ fee-for-service 
method of payment to physicians serving fund beneficiaries. 
Furthermore, negotiations in other states, aimed at agree- 
ments similar to that concluded in Pennsylvania, were dis- 
continued. 

The Committee received requests from several state medi- 
cal societies and the executive medical officer of the fund to 
intercede in some of these situations and to help resolve the 
various disputes. 

On March 21, 1957, the Committee met in Chicago to 
hear reports from representatives of the states of Colorado, 
(linois, and Pennsylvania with regard to developments in 
those states and to invite suggestions which might offer some 
solutions to the existing controversies with the UMWA Fund. 
On the following day the Committee began the draft of 
“Suggested Guides to Relationships Between Medical So- 
cieties and the United Mine Workers of America Welfare and 
Retirement Fund.” The Committee met again on April 12 to 
complete its draft, and then on April 14 met with the Coun- 
cil on Medical Service and the Council on Industrial Health 
to acquaint members of those Councils with the reasons for 
and purposes of the Guides. 

The executive medical officer of the fund, although a mem- 
ber of the Committee, did not participate in drafting the 
Guides or in editing the version submitted to the Board of 
Trustees, since the spokesman for one of the states protested 
his participation to the chairman of the Committee and he 
believed that his participation might be embarrassing to the 
Committee. 

With minor modifications, the Guides were approved by 
.he Councils and transmitted to the Board of Trustees for its 
ction. The Board referred the Suggested Guides to the 
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House of Delegates on June 4 at the Annual Meeting in 
New York. On June 6 the House of Delegates adopted the 
Guides with three amendments as suggested by the Refer- 
ence Committee on Miscellaneous Business. (See THE 
JourNAL, July 6, 1957, pp. 1113-1115.) 

Both the Reference Committee on Miscellaneous Business 
and the Committee on Medical Care for Industrial Workers 
were informed by Dr. Draper that the Guides are unaccept- 
able since they include several provisions unsatisfactory to 
the medical service of the fund. The Committee believes 
that the Guides offer an opportunity for the medical pro- 
fession and the fund to resolve their differences if each is 
willing to accept the appropriate responsibilities outlined in 
the Guides. The Committee has accepted its responsibility, 
as delegated to it by the House of Delegates,’ in serving as 
the appeal agency to which either a state medical society 
liaison committee or the fund may refer unresolved disputes. 

Guiding Principles for Evaluating Management and 
Union Health Centers 

In June, 1956, the Colorado State Medical Society intro- 
duced resolution 24 before the House of Delegates request- 
ing that these Guides be changed to conform to the Principles 
of Medical Ethics. The Committee deferred action on this 
since the Principles of Medical Ethics were in the process of 
revision. On June 4, 1957, the Committee met in New York 
and invited representatives of the Colorado State Medical 
Society to state their specific objections to this document and 
propose whatever changes they considered advisable. Dr. 
Kenneth S. Sawyer, representing the state society, suggested 
two deletions and one addition to the Guides. The Committee 
accepted the suggestions for deletion of one sentence and 
part of another sentence. It felt, however, that it could not 
accept the suggestion to add a paragraph dealing with a 
financing aspect of health center plans inasmuch as it was 
not applicable to the Guides. In addition, the Committee 
voted to change the name of the guides to read “Guides for 
Evaluation of Management and Union Health Centers.” 
The Committee’s recommendations to revise the publication 
have been forwarded to the two Councils for their approval. 
The Guides will then be presented to the House of Delegates 
for action at the 1957 Clinical Session. 


Miscellaneous 


During the past year, the Committee published the pro- 
ceedings of the conference it had sponsored at the 16th 
Annual Congress on Industrial Health on the subject of work 
absence. The publication “Absence from Work due to Non- 
occupational Illness and Injury” has received wide accept- 
ance among the medical profession, industry, labor, and 
educational groups. It has proved to be a needed review of 
the problem of work absence as well as a document pointing 
up a number of areas of additional research. In response to 
one of the recommendations of the conference, the Com- 
mittee is engaged in the preparation of “A Guide for Measur- 
ing Work Absence Due to Illness and Injury,” which will 
attempt to recommend the adoption of uniform definitions 
and formulas for defining and measuring non-occupational 
work absence. 

In 1954 the Committee published “A Survey of Union 
Health Centers,” which contained descriptions of 17 union 
health centers. To bring material on this subject up to date, 
the Committee has proposed the compilation of case studies 
on approximately 25 additional union health centers which 
are in operation throughout the country. When the studies 
are completed, they will be published in booklet form similar 
to the 1954 pamphlet. 

Subject to the approval of the Councils on Medical Service 
and Industrial Health, the Committee voted to make a study 
of executive health programs in various industries. This area 
of study is of particular interest in view of the attention and 
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publicity being given to this aspect of employee examina- 
tions and since such programs appear to contain certain 
problems which are of interest to the two Councils. 


Committee on Maternal and Child Care 


The members of this Committee are Drs. W. L. Crawford, 
Chairman, Rockford, Ill.; R. B. Chrisman Jr., Coral Gables, 
Fla.; Philip $. Barba, Philadelphia; Harold $. Morgan, Lin- 
coln, Neb.; Garland D. Murphy, El Dorado, Ark.; Howard 
A. Nelson, Greenwood, Miss.; J. L. Reichert, Chicago; and 
J. D. McCarthy, Omaha, ex officio. Committee consultants 
are Drs. Donald A. Dukelow, Chicago, and Philip F. Wil- 
liams, Philadelphia. Staff members are Mr. George W. 
Cooley, Secretary, and Mr. Donald B. Berg, Research As- 
sistant. 

Meetings 


As a follow-up of the joint conference on maternal mor- 
tality study programs held on June 15, 1956, sponsored by 
the Committee and reported on in detail in last year’s annual 
report, another joint conference was held on Aug. 5, 1956. 
In attendance at this conference, in addition to Committee 
members, were representatives from the organizations par- 
ticipating in the June 15, 1956, joint conference. The product 
of this conference was a carefully edited “Guide for Maternal 
Death Studies.” This Guide was subsequently submitted to 
the Council and to the House of Delegates for approval prior 
to publication and distribution. 

The Committee met on Jan. 19-20, 1957, to decide upon 
the final format and other details of the maternal death 
study guide booklet before final publication. Another concern 
of the Committee at this meeting was the development of a 
Guide, or set of recommendations, for the organization and 
operation of component medical society maternal and child 
care committees. A high priority topic concerned the prob- 
lems of perinatal mortality and morbidity. Decisions were 
made on the Committee’s approach to these problems, and 
a plan of action was adopted. 


Perinatal Mortality and Morbidity Study Program 


Betore beginning the field work on this program, the Com- 
mittee deemed it necessary to survey the entire United 
States to learn where states and communities were conduct- 
ing perinatal mortality studies or related activities. This sur- 
vey was in the form of a letter to all state medical societies, 
state departments of health, and obstetric and gynecologic 
societies. In addition, inquiries were sent to the national ob- 
stetric and gynecologic and pediatric groups to ascertain 
their present work and/or future plans for work in this field. 
Response to these inquiries indicated the areas of the country 
in which the Committee could profitably gather data on cur- 
rent perinatal mortality studies. Field work is now under way 
in these areas. Preliminary data in seven of the areas, widely 
scattered over the United States, indicate many different 
methods being used with many degrees of effectiveness. 
Little uniformity in definitions exists and in many instances 
little use is made of the pertinent data obtained. 

Articles based upon this data are being prepared for pub- 
lication in THe JourRNAL and will include detailed informa- 
tion on the various methods and techniques used in these 
studies of perinatal mortality. Also, regional and national 
conferences are planned as a means of coordinating the find- 
ings and thinking of interested groups. Preliminary reports 
indicate that one-fourth to one-half of the present perinatal 
deaths have preventable factors when viewed in the light of 
present-day medical knowledge. It seems reasonable to as- 
sume, therefore, that well-organized studies of these deaths 
will lead to a reduction of these preventable factors and a 
clearer definition of now seemingly unpreventable condi- 
tions. As basic research is promoted on these latter problems, 
the unpreventable conditions ot today will become prevent- 
able tomorrow, and the more complete the nationwide effort, 
the sooner perinatal mortality will be substantially reduced. 
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The Committee on Maternal and Child Care plans to gather, 
coordinate, and disseminate information that will be helpful 
to state and local medical societies, hospital medical staffs, 
and health departments in this effort to reduce perinatal 
mortality and morbidity. 


Committee Liaison Activities 


The Committee Chairman, Dr. W. L. Crawford, and the 
Director of the Bureau of Health Education, Dr. W. W. 
Bauer, represent the American Medical Association as mem- 
bers of the Advisory Committee on Health to the National 
Congress of Parents and Teachers. Dr. Reichert and Dr. 
Dukelow are members of the School Health Subcommittee 
of this Advisory Committee, and at the Jan. 19-20 Com- 
mittee meeting reported on their activity in this capacity. In 
addition, they submitted the following resolution at the Jan. 
19-20 meeting: “The Maternal and Child Care Committee 
of the Council on Medical Service, A. M. A., reaffirms its 
approval of the principle of continuous health supervision of 
children from birth through their school experience rather 
than only a program of a single appraisal on school entrance. 
It also recommends that, where possible, this should be done 
by the physician and dentist who normally serve that child 
and family, preferably his personal physician and dentist. 
The Committee welcomes the support of the National Con- 
gress of Parents and Teachers.” The Committee endorsed 
this resolution and it was subsequenily approved by the 
Council. 

Dr. W. L. Crawford represented the Committee at a joint 
meeting on Standards for Maternity Care held in New York 
on Nov. 2-3, 1956. This was one of several conferences 
sponsored by the Subcommittee on Standards of the Ameri- 
can Committee on Maternal Welfare. Previous conferences 
had been attended by Dr. Philip Williams, who reported to 
the Committee on activity and progress. The last in this series 
of joint conferences on Standards for Maternity Care was 
held in New York on March 15-16, 1957. The Committee 
was represented at this meeting by both Dr. Crawford and 
Dr. Williams. The result of these joint meetings will be a 
compilation of Hospital Standards for Maternity Care as 
they relate to physicians, nurses, hospital superintendents, 
and others concerned. Efforts are being made to coordinate 
this work with a similar work by the American College of 
Obstetricians and Gynecologists on Standards for Maternity 
Care as they relate to physicians specifically. 

Dr. Harold Morgan, along with Drs. Ralph Reis and Willis 
Brown, presented a panel on the subject of maternal mor- 
tality studies before the annual meeting of the American 
Academy of General Practice. This meeting was held in St. 
Louis in the latter part of March, 1957. Dr. Morgan pre- 
sented the activities of the Committee on Maternal and 
Child Care, outlined the Committee’s detailed study of 
maternal mortality study committees in the United States, 
told how the Committee had gone to various areas of the 
United States to hold regional conferences at which it 
learned firsthand the problems in these areas, and described 
the national joint conferences at which the various obstetric, 
general practice, and public health groups were represented. 

Dr. Reichert participated in a panel entitled “Hemor- 
rhage in Maternal and Infant Care as a Team Problem” at 
the First Illinois Congress on Maternal Care which was 
sponsored by the Illinois Committee on Maternal Welfare 
at Springfield on Feb. 13-14, 1957. Efforts were made at 
this Congress to insure participation by all professional 
groups and organizations in Illinois interested in the prob- 
lems of maternal and infant health and welfare. 

Many letters of inquiry on problems related to maternal 
and child care are received at the Council office. These in- 
quiries are answered directly by the Committee staff when 
they are directly related to work which the Committee has 
done or is doing. Others are referred to Committee members 
and other authoritative sources. They range from requests 
for statistics, such as the incidence of prematurity, cesarean 
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section rates, and average rates and causes of perinatal 
deaths, to types and availability of oxygen analysers used in 
premature incubators and questions about the establishment 
of homes for unwed mothers-to-be. The material that is 
being accumulated on these various aspects of maternal and 
child care has proved of great value as a ready source of 
information. 
Articles and Publications 

The last four articles of a seven article series on “A Study 
of Maternal Mortality Committees” appeared in THE Jour- 
NAL on Nov. 3, 1956, Dec. 8, 1956, Dec. 29, 1956, and Jan. 
26, 1957. Subsequently all seven of these articles were re- 
printed in the third section of the booklet, “A Guide for 
Maternal Death Studies.” The Guide proper constitutes the 
first section of this booklet, with “Causes of Obstetric Death” 
constituting the second section. This second section is actu- 
ally a supplement to the “Classification of Maternal Deaths” 
part of the Guide. It gives, in some detail, a pattern for 
classification of both direct and indirect obstetric causes of 
maternal deaths, and coordinates the code-numbering § sys- 
tem of Standard Nomenclature of Diseases and Operations 
and the International Statistical Classification of Diseases, 
Injuries, and Causes of Death. 

Rather than present a limited appendix to the booklet 
“A Guide for Maternal Death Studies,” the Committee de- 
cided that a packet of material containing form letters, 
questionnaires, code sheets, and other forms could best be 
compiled separately. This packet would then be distributed 
on request to those needing this supplementary material. 
It was the consensus of the Committee that by presenting 
these samples taken from many currently active studies, and 
in some cases representing some actual examples of sug- 
gestions expressed in the Guide, committees now. starting 
such studies (or improving current studies) might be aided 
in developing those procedures which they believe would 
function best in their particular situation. 

To date 2,100 Guide booklets have been distributed. Most 
of these have been by request; only state and large county 
medical societies, state and territorial health officers, deans 
of medical schools, and those individuals who participated 
in the several joint conferences received an initial mailing. 
The packet material, because of the cost involved in_ its 
preparation, has been sent out on a loan basis, and to date 
about 60 copies are outstanding. 

It is encouraging for the Committee to know that many 
state medical societies, which have not up to now had an 
active maternal mortality study committee, have requested 
copies of the Guide for their Committee members and have 
indicated their intent to inaugurate statewide studies. In 
many instances the medical schools and health departments 
have also requested additional copies and have been work- 
ing with medical society Committees in getting such studies 
started. Following is a typical letter of comment and request 
received after the first mailing: “This is an excellent pub- 
lication and | believe that the uniformity in terminology and 
classification will result in better over-all reports from 
throughout the country. I would like to have ten additional 
copies, if they are available, to distribute to local health 
officers and members of the State Medical Society Com- 
mittee.” 

In addition to the distribution in the United States, Guide 
booklets and packet material have been requested by and 
sent to physicians in the Netherlands, England, Italy, 
Switzerland, Germany, Puerto Rico, and most of the Cana- 
dian provinces. 

At Dr. Dukelow’s suggestion, Dr. Henry F. Helmholz, 
Health Chairman, National Congress of Parents and Teach- 
ers, submitted a guest editorial that was published in Tue 
JourNnaL on May 4, 1957. This editorial was entitled “The 
‘Summer Roundup’ Grows Up,” and describes the develop- 
ment of, and support for, the concept of continuous health 
supervision of children throughout their entire develop- 
mental period. In the same issue another article entitled 
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“Continuous Health Supervision of Children” amplified on 
the Committee’s resolution mentioned earlier in this report; 
it also explained the part played by the Bureau of Health 
Education and the joint Committee of the Bureau and the 
National Education Association. This article, then, plus Dr. 
Helmholz’ editorial, served to publicize what the Committee 
thought to be a sound medical program proposed by the 
Health Advisory Committee and accepted by the. National 
Congress of Parents and Teachers. 


Future Activities and Proposed Publications 


The first article of the Committee’s new series on perinatal 
mortality and morbidity studies has been submitted to THE 
JournaL Editor. Field studies have been made in seven 
areas to date; five or six other areas are yet to be studied. 
This will be accomplished during the late summer and fall. 
The Committee members will have an opportunity to study 
this material prior to the next meeting planned for No- 
vember. A Joint Conference is being planned in conjunction 
with the November meeting; physicians who have been in- 
volved in some of these early programs for reducing peti- 
natal deaths and physicians with special interest in the sub- 
ject will be invited to participate. It is also anticipated that 
regional meetings on this subject will be sponsored by the 
Committee carly in 1958 to stimulate interest and to permit 
greater participation of physicians from all areas of the 
United States. Through such regional meetings the Com- 
mittee discovers local problems and learns how it can best 
assist state and local medical society committees give impetus 
to programs designed to reduce early infant and fetal mor- 
tality and morbidity. 

The Committee on Maternal and Child Care is working 
on a Guide or set of recommendations for organization and 
operation of maternal and child care committees in state 
and local medical societies. It is anticipated that the final 
form of this Guide will be decided upon at the next Com- 
mittee meeting. 


Committee on Indigent Care 


This Committee has had two membership changes during 
the year: Dr. John Burton, Oklahoma City, replacing Dr. 
H. B. Mulholland, Charlottesville, Va., as Chairman, and Dr. 
Wesley W. Hall, Reno, Nev., replacing Dr. J. L. Lattimore, 
Topeka, Kan. Other members are Drs. A. J. Bowles, Seattle; 
E. P. Coleman, Canton, IIL; I. Jay Brightman, Albany, N. Y.; 
E. A. Ockuly, Toledo, Ohio; Dean W. Roberts, Chicago: 
J. D. McCarthy, Omaha, ex officio, and Mr. R. M. Hilliard, 
Chicago, Consultant. Staff includes Mr. George W. Cooley, 
Secretary, and Miss Barbara Farley, Research Assistant. The 
Committee held two meetings during the year—one in Chi- 
cago in November, and one in Washington, D. C., in March. 

Public Assistance 

During the past year the Social Security Act was amended 
to provide a new method for federal dollar matching of 
medical care payments for recipients of public assistance. 
This program, which went into effect July 1, 1957, covers 
more than 5 million persons on the public assistance rolls, 
of which 2,500,000 are on Old Age Assistance (OAA); 
2,300,000 are on Aid to Dependent Children (ADC); 600,- 
000 are on Aid to the Blind (AB); and 270,000 are under 
the Permanent and Total Disability program (APTD). Not 
all states wili avail themselves of these funds this year but, 
if past experience with matching funds is an indication of 
future utilization, most states will be revising their public 
assistance laws to take advantage of this new source of 
money for indigent medical care. 

Since payment for physicians’ services is included in this 
program, the constituent medical associations should be fully 
informed on the operations and potentials of the program. 
Furthermore, the Federal regulations permit a wide latitude 
of state, and even local, determination of policy and ad- 


REPORTS OF OFFICERS 1043 


ministration. In view of this, and of the continued increase 
in public assistance beneficiaries, it seems reasonable to 
assume that each state association should undertake to act as 
spokesman for the local profession in the development of 
any program that includes physicians’ services. To be thor- 
oughly informed on this subject, the Committee met on two 
occasions with representatives of the Bureau of Public 
Assistance of the Department of Health, Education, and 
Welfare; in addition, the staff conferred with Bureau repre- 
sentatives on several other occasions. 

Following these conferences and a review of literature on 
the subject, a series of 52 questions and answers was pre- 
pared, incorporating background information on public as- 
sistance programs and describing the present system of care 
and methods of financing care under the new amendments 
to the Federal Social Security Act. These questions and 
answers were published in THe JournaL, June 15, 1957, 
pages 770-776, under the title “Medical Care for the Indi- 
gent in 1957.” Reprints of this article were distributed to 
state medical associations and, on request, to many others 
concerned with this problem. In addition, a survey guide 
was devised to assist constitutent and component societies 
evaluate their present indigent medical care programs. 

Another project of the Committee was preparation of 
“Guides for Medical Societies in Developing Plans for Tax- 
Supported Health Services for the Needy.” These were a 
modification of a set of similar Guides prepared a year prev- 
ious by the Committee in cooperation with the American 
Dental Association, American Hospital Association, Amer- 
ican Public Health Association, and the American Public 
Welfare Association. The revised Guides were submitted to, 
and approved by, the House of Delegates in December, 
1956, and were published in THe JourNnat, Jan. 19, 1957, 
pages 190-191. Having been approved by the House, the 
Guides represent A. M. A. policy and, as such, have been 
forwarded to all medical societies. 


Studies and Surveys 


The Committee has completed a nationwide survey on 
“Organized Home Care Programs.” These are programs de- 
signed for selected patients who do not need all the services 
of a hospital, but who would otherwise have to be hospital- 
ized; they provide such patients with a range of individual- 
ized medical, nursing, social, and rehabilitative services in 
their own homes, coordinated through one central admin- 
istrative agency. 

A complete report was published in THe JourRNAL. 
Although this type of program is not new, the first having 
been started in the Boston Dispensary of the New England 
Medical Center in 1796, a rather widespread interest has 
resulted from studies in the fields of aging and chronic ill- 
ness. Questions about home care programs will continue to 
be raised, and it is hoped that this report will be of assist- 
ance to medical societies in evaluating the need for and 
place of such projects in their own areas. 

A second project still in progress is the study of Central 
Services tor the Chronically Ill. Such informational services, 
at least in the larger cities, can certainly be of value to 
physician and patient alike. How, when, and under what 
auspices they are organized and operated in the few areas 
where they do exist will be answered by this study. 


Recommendation 


At this time the Committee would like to make one recom- 
mendation; that is, that the House of Delegates urge every 
state medical association and county medical society to 
participate actively in the planning and operation of medical 
care programs for the indigent. 

This recommendation is made because while some med- 
ical societies have actively participated in such programs 
the majority have left most of the planning to welfare agen- 
cies. It is the concensus of this Committee that better 
services result when the medical society takes an active in- 
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terest in, and participates in the planning and operation of 
indigent medical care programs. Furthermore, despite the 
present prosperity, the welfare rolls are not decreasing and, 
with any lessening in economic activity, are likely to in- 
crease substantially. There are many types of programs now 
in operation from which medical societies might select 
methods and techniques suitable to the area’s needs. How- 
ever, there are policy questions which each medical society, 
particularly the state medical association, should answer. 
Examples of such policy questions are: Are hospitals to get 
first priority on dollars available? Are physicians to be paid 
for services rendered? Are they to be paid for home and 
office care only or should this also include in-hospital care? 
Are indigents to be permitted free choice of physician? If 
so, would such free choice refer only to home and office care 
or would it also include in-hospital care? If free choice is 
permitted, what effect will it have on teaching programs? 
Are public clinics to be used? If so, are physicians to serve 
without charge, or are they to be paid? If they are to be 
paid, will it be on fee-for-service, an hourly basis, or by 
contract? If fee-for-service is used in the program, who is 
to prepare and revise the fee schedule? What group is to 
administer the medical program? The medical society? The 
health department? The welfare department? 

These questions, the Committee believes, are basic. It 
behooves medicine, then, to work with welfare agencies to 
see to it that proper and adequate programs are developed. 
To accomplish this, medicine must take an active interest in 
and participate in planning and operating such programs. 


Committee on Medical and Related Facilities 


The membership of this Committee remained the same 
throughout the year, although at the Annual Session in 
June, 1957, two Committee members (Drs. McKeown and 
Nafe) were elected to the Board of Trustees and will be 
replaced. The members are Drs. Willard A. Wright, Chair- 
man, Williston, N. D.; Raymond M. McKeown, Coos Bay, 
Ore.; Robert L. Novy, Detroit; Walter E. Vest, Huntington, 
W. Va.; E. Dwight Barnett, New York; David Henry Poer, 
Atlanta, Ga.; Cleon A. Nafe, Indianapolis; and J. D. Mc- 
Carthy, Omaha, ex officio. Staff includes Mr. George Cooley, 
Secretary; Mrs. Alice McKillop, Research Assistant; Mr. Joe 
Miller and Mr. John Guy Miller, field surveyors. 

The Committee has met on two occasions—Oct. 27-28, 
1956, in Washington, D. C., to discuss the Hill-Burton pro- 
gram with representatives of the Public Health Service, and 
Feb. 9-10, 1957, in Chicago with representatives of the 
American Hospital Association and the Association of Amer- 
ican Medical Colleges. 


Medical School Study 


The study of problems relating to private practice arrange- 
ments of medical school faculty members was submitted to 
and approved by the House of Delegates in June, 1956. 
Copies of the report and the recommendations approved by 
the House have since been sent to all medical societies con- 
cerned and to all medical schools. Since the release of this 
study and report, most of the public airing of controversies 
between medical societies and medical schools has disap- 
peared. This does not mean that all differences have been 
settled but at least they are being considered within the 
profession and not in the newspapers. 

The Committee has had no complaints or adverse com- 
ments from medical societies on the policy adopted by the 
House. However, it has received objections to several points 
from the Association of American Medical Colleges. In view 
of this, the Committee chairman met with the Executive 
Committee of the A. A. M. C., and the full Committee met 
with representatives of this group. Their primary objection 
seems to concern the definitions of clinical faculty members. 
The A. A. M. C. has been asked to submit its suggestions 
in writing, and when these are forthcoming, the Committee 
will review them and consider the possibility of further con- 
ferences to iron out differences. Until objections to these 
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definitions are clearly delineated and justifiable changes are 
proposed, the Committee does not recommend any revision 
in present policy. 

However, we should again like to recommend that the 
House urge the development of official liaison between med- 
ical societies and medical schools and that this mechanism 
be used whenever problems, questions, or policies arise that 
may concern the private practice of medicine or in which 
the medical profession may be of assistance to the schools. 
Liaison will not eliminate all problems, but it will avoid 
many and is certainly the only rational basis for solving 
those that do arise. 


Group Practice Study 


The report on this study has been completed and was 
published in the July 20, 1957, issue of THe JouRNAL, pages 
1338-1348. In its final form the study included data on 
visits to 103 group practice clinics ranging in size from 4 to 
70 physicians, and located in more than 23. states. The 
report discusses the data under such headings as (1) Why 
Do Groups Start; (2) Mechanics of Starting a Group; (3) 
What Were Some of the Early Problems after Organizing: 
(4) Why Doctors Join Groups; (5) Why Doctors Leave 
Groups; (6) Distribution of Group Income to Members: 
and (7) Member Benefits and Requirements. Reprints of 
THE JOURNAL article have been made and are available on 
request to physicians interested in group practice. 

The Committee is continuing its efforts to develop a list- 
ing of all private practice clinics in the United States so as 
to be informed of the growth of this type of medical prac- 
tice. As of July, 1957, over 800 were included in this roster. 
However, no information is to be published until definitions 
of such terms as medical clinic, medical group, and group 
practice can be established. To accomplish this a conference 
has been scheduled with representatives of the American 
Association of Medical Clinics and the National Association 
of Clinic Managers. If this is completed by December, the 
results will be presented to the House of Delegates at the 
1957 Clinical Session. 


Physicians Placement Service 


This year has seen an increase in the number of physicians 
seeking a location, communities seeking a physician, med- 
ical groups seeking additional specialists, and physicians 
secking am associate—5,330 inquiries this past year compared 
to 3,713 the previous year. Much of this increase has been 
due to requests from communities under 2,000 seeking as- 
sistance in securing a physician. In addition to the above 
number, over 300 physicians have requested other types of 
information such as the Plan of Assistance of the Sears- 
Roebuck Foundation. 

Almost 4,000 copies of the questionnaires from physicians 
seeking a location for practice have been mailed by the 
Physicians Placement Service. In the past, copies of the 
questionnaire completed by the physician have been referred 
to the placement services of the medical societies in the 
states in which the physician has indicated an interest. This 
year, however, copies of these sheets have also been sent to 
those seeking the services of a physician, when the physician 
gives his permission. A good response has been received 
from those seeking a physician, with the indication that the 
physicians are being contacted. However, frequently those 
to whom physicians’ names are referred state that the 
physicians have been contacted but have not replied. The 
Committee believes that individual physicians seeking a 
location have a responsibility to acknowledge inquiries of 
this sort despite the fact that they may not be interested 
in the opening. Even a brief reply would serve to establish 
better public relations. 

Community Requests: All communities seeking general 
practitioners through the A. M. A. Placement Service are 
referred to the state medical associations. This is done with 
the thought that the state is in a better geographical posi- 
tion to evaluate the actual need of the community. Requests 
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are still received from people who are irritated with the 
present physician over a trivial matter, or from the druggist 
who wants more business, or the real estate agent who has 
property for rent. From this latter group, there has been a 
large increase in requests by letter, by telephone, and par- 
ticularly by office visit. All but six states supply a copy of 
their state listings to the Physicians Placement Service for 
the use by visiting physicians and for the purpose of pro- 
viding the A. M. A. with a general picture of placement 
assistance requested across the country. 

During the past year 580 specialty opportunities have 
been listed in the fields of anesthesiology, dermatology, 
ENT, EENT, internal medicine, neurosurgery, neuropsychi- 
atry, obstetrics and gynecology, ophthalmology, orthopedics, 
pathology, pediatrics, proctology, psychiatry, radiology, sur- 
gery, and urology. This is an increase over the 403 positions 
listed during the preceding year. The greatest number of 
requests continues to be for specialists in the EENT field. 
Pediatricians, psychiatrists, ophthalmologists, and otolaryn- 
gologists are in great demand. The greatest diversity of 
positions for specialists is listed by Illinois, Michigan, Minne- 
sota, Ohio, Texas, Virginia, and Wisconsin. 

For each of the past five years the number of general 
practitioners seeking an associate has increased. There were 
372 such positions listed during 1956-1957, with Minnesota, 
Wisconsin, and Michigan offering the largest number of 
such arrangements. 

As of July, 1957, 2,565 openings were listed for general 
practitioners, including openings for an associate. A break- 
down of this figure indicates a decrease in the number of 
towns above 2,000 population seeking one or more general 
practitioners. At present only 589 of these larger centers are 
listed. The increase in requests from smaller areas may be 
due in part to publicity in recent issues of popular maga- 
zines on the small communities that have sought and _se- 
cured the services of a physician. 

Positions open for physicians in occupational medicine 
have increased, but the total number of salaried positions 
listed in the Placement Service files has decreased during 
the year from 256 to 193. This category includes college 
health, foreign, industrial, institutions, Public Health, locum 
tenens, and U. S. Government. 

Physician Requests: Since July, 1956, over 1,500. phy- 
sicians have been listed with the Placement Service; of 
these, 634 have located. Of the remaining 866 names on 
file, 558 are specialists, 296 are general practitioners, and 
12 are interested only in a salaried position. Over 85% of 
the closures came as a result of letters or of follow-up forms 
completed by physicians showing that they have located. 

The Placement Service does not profess to cover or in- 
clude all physicians seeking a location or all opportunities 
available for physicians, but it is reasonable to believe that 
our figures provide a good cross-section of both. Some of the 
discrepancies in supply and demand apparent from the 
figures available are: 

For every internal medicine position listed, 3 internists 
are available; 

For every surgery position listed, 5 surgeons are available. 

Since 50¢7 of the surgery listings are for a combination 
of general practice and surgery, the latter ratio comes 
nearer being 10 to 1 where practice is limited to surgery. 

On the other side of the scales we find: 

2 positions listed for each radiologist seeking a location; 

2 positions listed for each general practitioner seeking 
an association; 

3 positions listed for each psychiatrist seeking a location; 

3 positions listed for each ophthalmologist seeking a lo- 
cation; 

3 positions listed for each industrial physician seeking a 
location; 

4 positions listed for each ENT specialist seeking a loca- 
tion; an 

10 positions listed for each EENT specialist seeking a 
location. 
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The states that seem to be most popular with physicians 
are California, Connecticut, Florida, Illinois, New York, 
Ohio, Oregon, Texas, and Washington. Surprisingly, this list 
is almost the same as the list included in the first zeport 
relative to placement activities made in 1949 by the Council 
on Medical Service. 

In 1949 there were 50 office visits by physicians seeking 
location information; in 1957, this number was over 300 or 
more than one per working day. 

State Placement Activities: The number of states expand- 
ing their placement services to give more extensive assist- 
ance to both communities and physicians has continued to 
increase. The Committee wishes to take this opportunity to 
acknowledge and thank the committees and _ staff of the 
states for their splendid cooperation both in reporting new 
activities and following through on requests from physicians. 
Physicians seeking a location for practice are impressed 
with and often commend those states which offer frequently 
revised, informative listings. To keep the various state pro- 
grams posted on what others are doing the Committee plans 
to submit to THe JouRNAL a number of brief news notes 
on new projects or modes of operation by individual states. 

Articles, Exhibits, Meetings: “Portraits in Harmony,” an 
article published first in THe JourRNAL, depicts the ups and 
downs and final success of a number of communities seeking 
a physician. This material came from the Council’s booklet 
“Community Efforts Provide Medical Facilities” and more 
recent Placement Service files. This was reproduced in 
Today's Health under the title “How Little Towns Get Good 
Doctors.” A condensation of the original article appeared in 
Reader's Digest under the title “Bringing Doctors to Main 
Street.” 

The coverage of this one article in the several publica- 
tions was at least one major factor in almost doubling the 
number of requests from small con.munities seeking as- 
sistance in securing a physician. 

The new Physicians Placement Service exhibit made its 
first appearance at the Student A. M. A. meeting held in 
Philadelphia during May, 1957. Although many of those 
attending the S. A. M. A. meeting believe that a location for 
practice is rather far in the future, there will be some who 
will remember, when the time comes, that such a service 
is available. Senior medical students, interns, and_ their 
wives will profit most from the time spent with the exhibit 
in observing sources of location information and factors to 
consider. “Sources of Location Information” appearing on 
one panel of the exhibit include the county medical socie- 
ties, the state medical associations, the American Medical 
Association, the national specialty organizations, medical 
schools, professional business management, classified adver- 
tisements, and commercial agencies. The panel listing “Lo- 
cation Factors to Consider” calls attention to family life 
facilities, office facilities, hospital facilities, nursing service, 
practice expansion possibility, nearest medical center, sup- 
plemental income, and intangible factors, such as, popula- 
tion trend and climate. More questionnaires from those 
seeking location information were returned from this meet- 
ing than from any other S. A. M. A. meeting. 


Progress on Hill-Burton Study 


During the past year the Committee has been engaged 
in a study of a federal program which has been in operation 
with relatively little challenge for a decade. Never before 
has the American Medical Association (or other organiza- 
tions to our knowledge) undertaken a complete study to 
evaluate this program, its objectives, its methods, and_ its 
accomplishments. The scope of such a study is obviously 
broad. 

For the benefit of the members of the House, following 
is a summary of the general methods employed in the 
study, the extent of survey work, and some observations en- 
countered by the field staff. While a final report will not 
be made until the 1958 Annual Session, it would seem that 
a progress report is in order at this time. 
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The first task was to study the material available through 
congressional committee hearings, magazine and journal 
articles, and various government publications to learn of 
the background for this legislation and the historical aspects 
of the program. An understanding of the original objectives 
of the Hill-Burton program has been ascertained by studying 
the original act and the debate in the congressional com- 
mittees at the time this legislation was considered. This in- 
formation has been summarized in question-and-answer form 
for possible publication in THE JOURNAL. 

During the early part of the study the Committee was 
concerned largely with this background material and some 
of the technical aspects of the operation of the program. 
Out of this has come a clearer understanding of the answer 
to two fundamental questions: (1) What is Hill-Burton? 
and (2) What aspects of Hill-Burton are of special concern 
to the medical profession? 

Immediately before and following the review of this 
material, the staff made field visits to several states. In each 
they talked with the state Hill-Burton director to learn his 
philosophy, methods of operation, the accomplishments of 
the program, and plans for the future. It soon became ap- 
parent that some of the most significant information might 
come from the “grass roots.” Therefore, visits have been 
made to Hill-Burton facilities to talk with the administrators 
and, of greatest importance, to visit with the doctors of the 
community who practice in the facility. Their opinions re- 
garding the need for the facility, the way in which it was 
built, the success, utilization, and general accomplishments 
(in both a positive and negative sense) have been illumin- 
ating. 

The administration and operation of all state programs 
have been reviewed through their Annual Survey Reports 
which are required by law. In addition, field visits have 
been made to 12 states (Arkansas, Connecticut, Georgia, 
Illinois, lowa, Kentucky, Michigan, Mississippi, Montana, 
New Jersey, Oregon, and Washington). In this field work 
an effort has been made to interview practicing physicians, 
hospital administrators, and state Hill-Burton program di- 
rectors as well as to visit facilities. Since the American 
Medical Association is particularly interested in those as- 
pects of the program most directly concerned with medical 
practice, special attention has been given to diagnostic and 
treatment centers and rehabilitation projects. 

At this point in the study a number of observations can 
be made. 

Most material of the period seems to indicate that the 
real objective of those who drafted the original legislation 
was to help provide general hospital facilities in low income 
rural areas. Senator Hill cited areas in the South where 
hospital care was unavailable and gave examples of the 
effects of this lack of facilities. The Hill-Burton act, there- 
fore, represented the federal government's first real attempt 
to survey the hospital facilities that existed in this nation 
and to help toward the construction of new ones in areas 
of greatest need. 

Some important provisions in the law have enabled the 
program to function smoothly. 

The law provided for a nationwide inventory of existing 
facilities and for an annual revision to keep it up to date. 

Few federal controls are specified in the original Hill- 
Burton act. The most important are: 

a. Those relating to the type of sponsors eligible; 

b. Those relating to the nature of the facility; 

c. Those relating to the requirement that the facility must 
provide a “community service”; 

d. Those relating to the facility’s continued operation in 
the way and for the purposes for which it was intended; and 

e. Those relating to standards for the type of structure so 
that adequately designed hospitals will result. 

Although each project must be approved by both the 
state agency and the U. S. Public Health Service, the federal 
government only sets the total allocation to the state. The 
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state divides this money among the projects as it chooses 
within broad federal limits. The establishment of priority 
for projects is a function of the state agency within these 
limits. 

The federal allotment formula was devised to give the 
most federal money to areas of greatest unmet need and to 
areas with the smallest financial resources. This formula 
gives special advantage to the states with low average per 
capita incomes by squaring this factor in the allotment 
formula. On the other hand, it works to the disadvantage 
of sparsely settled states with high per capita income. 
Questions have been raised as to the continued necessity of 
this emphasis. 

The federal law provides that each state is to have an ad- 
visory council; however, its authority and the character of 
its membership are established by state law. In some states, 
this council has little importance and is circumvented for 
important decisions of policy. 

Although this study is not complete, some areas deserve 
special attention. 

1. The Wolverton Amendments (1954) to the Hill-Burton 
act were intended to “earmark” funds to stimulate construc- 
tion in certain categories deemed to be in need of emphasis. 
There is, however, some question as to the advisability of 
such categorical aid, since all projects would have been 
eligible for aid under the original act (part C) with the 
exception of nursing homes and diagnostic or treatment 
centers when not a part of a general hospital. 

Actually some states have reported difficulty in finding 
applicants for aid under these new categories and some 
projects may have been altered in order to make them eli- 
gible tor aid. 

2. In a number of states the medical society is relatively 
uninformed on the workings of Hill-Burton, and a high per- 
centage of physicians interviewed were unaware of the ex- 
tent to which grants are available for projects other than 
general hospital construction. In most states no formal con- 
sideration of the program and its implication has been under- 
taken by the medical society. 

3. The term “diagnostic or treatment center” has been 
subject to widely differing definitions by the various states. 
These have included: 

a. Pathology laboratories; 

b. Radiology laboratories; 

c. Mental health centers; 

d. General hospital outpatient departments; and 

e. Interpretations similar to former Health, Education, 
and Welfare Secretary Hobby’s statement in congressional 
hearings that a “diagnostic and treatment center is a facility 
in which a number of medical specialties and technicians 
operate as a team.” 

The bulk of “diagnostic or treatment center” projects 
undertaken has consisted of facilities to expand outpatient 
departments in general hospitals. A high percentage of such 
facilities has involved expansion or addition of highly spe- 
cialized services such as deep radiation therapy. 

4. Widespread exception to the federal ratio of one “diag- 
nostic or treatment center” per each 10,000 population has 
been noted. This has been based in part, apparently, on the 
federal regulation that “The count of existing diagnostic or 
treatment centers shall exclude: (a) Offices of private phy- 
sicians and dentists whether for individual or group prac- 
tice.” 

The propriety of “diagnostic or treatment centers” as ob- 
jects of Hill-Burton aid under any circumstances has been 
questioned in some quarters. 

5. There is confusion in definition and purpose of re- 
habilitation. This has evoked questions on Hill-Burton aid 
to rehabilitation facilities similar to those observed on 
diagnostic or treatment centers. 

6. A frequently expressed opinion on chronic facilities, in- 
cluding nursing homes, is that the primary problem is one 
of support after construction because of financial incapacity 
common to chronically ill patients. 
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7. There is some question as to the federal criteria re- 
garding the number of facilities needed. For example, 4.5 
beds per thousand population is the criteria used for general 
hospitals in all states throughout the nation. The effective 
demand for hospitalization is the basic factor determining 
the number of hospital beds which are needed. Federal 
criteria ignore the fact that this effective demand varies 
from state to state. 

Authorities in several states believe that changes in med- 
ical practice have rendered federal criteria unrealistic. For 
example, recent developments in tuberculosis therapy have 
resulted in shorter periods of hospitalization with intensive 
outpatient follow-up. Thus, even in the face of a statistical 
unmet need in this category, some states report that tuber- 
culosis hospitals are converting their beds to other types. 

8. Facilities listed as acceptable in one state may or may 
not be so listed in another state. The relation of acceptable 
beds to beds needed determines the percentage of need met 
and, thus, is the most important factor in determination of 
priority. This lack of comparable criteria and thus a lack of 
comparable estimates of unmet need, may give a false im- 
pression as to: 

a. The total unmet needs of the nation; and 
b. The relative unmet needs of the various states. 

9. A matter which should receive further attention is the 
Federal Hospital Council and its role in the Hill-Burton 
program. Individuals interviewed during the study, includ- 
ing state agency directors, have made little reference to this 
group. Its importance is somewhat obscure. Perhaps the 
Council should be examined with the possible view of steps 
to assure that its membership include, at all times, physicians 
in the active practice of medicine. 

10. One of the original objectives was to provide a co- 
ordinated hospital system in each state. There is little evi- 
dence that this has been realized. 

11. The consensus of persons interviewed has been that 
much needed construction of general hospitals in rural areas 
has been accomplished through the Hill-Burton program. 
Most persons approve this phase of the program despite the 
observation in some areas that there has been a low occu- 
pancy rate in both Hill-Burton and non-Hill-Burton rural 
hospitals. 

These are but a few of the areas on which the Committee 
hopes to report in June. If any state medical association has 
encountered special problems that might be of general in- 
terest or has information of value to the Committee, it 
should report them to the Council office. 


Other Activities 


Chronic Illness Newsletter: During the year the Council 
has continued bimonthly publication of the Chronic Illness 
Newsletter. From all indications the Newsletter has been 
well received and continues to serve a useful function. The 
mailing list of approximately 12,000 individuals and organ- 
izations represents a cross section of the medical and allied 
health fields. Every effort has been made to maintain the 
high quality of material developed by the Commission on 
Chronic Illness. This has been made possible through the 
efforts of a special Editorial Committee, composed of Dr. 
H. B. Mulholland, Dr. Dean W. Roberts, and Mrs. Lucille 
Smith, former Commission members, and Dr. Edward L. 
Bortz, a member of the Council's Committee on Aging. 

In addition to the Newsletter, the Council staff has been 
compiling information and data on the general subject of 
chronic illness itself. Actually the term “chronic illness” is 
so broad and covers such a wide variety of illnesses and dis- 
eases that information relative to it cuts across most of the 
other Council committees. In view of this the material col- 
lected will be sort of a clearing house for reference purposes 
for all of the committees as well as other organizations and 
agencies interested in the subject. 

FCDA Study: The Council on Medical Service is co- 
operating with the Council on National Defense in a study 
to establish criteria for the provision of medical care of the 
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surviving population in the event of an enemy attack on this 
nation. The study is being financed by a grant of $150,000 
from the Federal Civil Defense Administration. Council 
representatives on this study are Drs. Burton and Novy. 

National Health Survey: In 1956 Congress passed Public 
Law 652, entitled the National Health Survey Act. The law 
was intended generally to provide a means for carrying on 
surveys and special studies of the population of the United 
States to determine the extent of illness and disability and 
related information. Administration is provided for through 
the surgeon general of the Public Health Service. The Coun- 
cil has been following closely developments under this Na- 
tional Health Survey program, and Dr. Mulholland has been 
asked to serve as a member of the Advisory Committee to 
the project, with Mr. Cooley acting in a staff capacity. 

Medical Society Executives Roster: Almost 10 years ago 
the Council started publishing a roster of medical society 
executives and publications. The first issue, completed in 
June, 1948, included the names of 110 executives and a list 
of 56 county medical bulletins being received by the Coun- 
cil. During the intervening years this roster has been pub- 
lished biannually to keep pace with the expansion of 
medical societies and the changes in personnel. 

For some time it has been evident that this task was more 
within the province of the Secretary's Office than the Coun- 
cil. As a result the Council published its final roster in 1956. 
This edition contained the names of over 300 executives and 
listed 258 medical journals and bulletins. The Roster is now 
published by the Secretary’s Office and is continuing to 
serve a real and useful purpose. 

Bibliography on Health Economics and Related Material: 
For a period of many years the Brookings Institution carried 
on basic research projects in the health field. During this 
period the Institution compiled an extensive bibliography. 
About two years ago the Institution decided to withdraw 
from research in the health field and at that time offered to 
make available to the council the original draft of this 
bibliography with the hope that it could be published. Dur- 
ing the year the Council has published this bibliography in 
11 sections, covering costs, financing, and economics, per- 
sonnel, services, and related material. Copies have been sent 
to the state medical associations and large county medical 
societies and are available to physicians, libraries, and others 
interested in such information, 

Respectfully submitted, 

J. D. McCarruy, Chairman. 

H. B. MuLHOLLAND, Vice Chairman. 
F. Burton 

R. B. CHRISMAN Jr. 

T. J. DANAHER 

J. Lare Lupwic 

Rosert L. Novy 

CARLTON E, WERTZ 

Hoyt B. WooLLey 

Dwicur H. Murray 

Mr. Georce W. Coorey, Acting Secretary. 


REPORT OF THE 
COUNCIL ON CONSTITUTION AND BYLAWS 


To the Members of the House of Delegates of the American 
Medical Association: 


Meetings 


During the period covered by this report (July 1, 1956, 
through June 30, 1957) the Council on Constitution and 
Bylaws has met three times: in Seattle on Nov. 25, 1956; 
in Chicago on Feb, 23, 1957; and in New York on June 1, 
1957. Since the last annual report, a supplementary report 
was presented to the House of Delegates at the Seattle 
session in November, 1956, and at the New York Session 
in June of 1957, 
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Amendments to Bylaws 


No changes in the Constitution or the Bylaws were made 
during the New York session in June, 1957. Two changes 
were made in the Bylaws at the Seattle Session in Novem- 
ber, 1956, however: 

(1) Chapter I, Section 2, was amended so as to include 
among those eligible for Service Membership commissioned 
medical officers in the reserve components on extended ac- 
tive duty with the various defense forces and the Public 
Health Service, and so as to eliminate the permanent medi- 
cal officers of the Indian Service, since that service is now 
a part of the Public Health Service. 

(2) Chapter II, Section 2, was amended so as to protect 
a member from losing his membership in the A. M. A. 
when he moves to a new location. He may now preserve 
that membership for two years by applying for membership 
in the constituent society in the jurisdiction to which he 
has moved his practice. 

Although only two amendments were made in the Asso- 
ciation’s organic law during the past year, the Council had 
occasion to consider many more proposed changes. The 
Council would be the first to admit that experience and 
changing circumstances require periodic adjustments in an 
organization’s constitution and bylaws. It believes, however, 
that there are great values in stability of purpose and pro- 
cedure, both for private groups and for society and it there- 
fore urges that proposed changes in the Association’s 
Constitution or Bylaws meet a strict test of necessity before 
being adopted. The Council, in order to accomplish the 
purpose for which it was created, will apply that test. 


Principles of Medical Ethics 


It is with pleasure that the Council calls to the attention 
of the profession the adoption of the revised Principles of 
Medical Ethics. Since 1952, the Council on Constitution 
and Bylaws, the Judicial Council, the House of Delegates, 
and many hardworking and sincere individuals have realized 
the inadequacies of the former Principles. After a vain 
attempt to revise and improve them, it was finally realized 
that a new and simplified format was not only desirable but 
necessary. More study and discussion followed and the first 
short form of the Principles was submitted to the House of 
Delegates in November, 1956. This met with tentative ap- 
proval except for two sections. In February the Council met 
in Chicago and spent almost its entire time working on these 
two sections. The results were again submitted to the House 
of Delegates in New York last June. Following are the newly 
adopted Principles of Medical Ethics of the American Medi- 
cal Association: 

Preamble.—These principles are intended to aid physicians 
individually and collectively in maintaining a high level of 
ethical conduct. They are not laws but standards by which a 
physician may determine the propriety of his conduct in his 
relationship with patients, with colleagues, with members of 
allied professions, and with the public. 

Section 1.--The principal objective of the medical profes- 
sion is to render service to humanity with full respect for 
the dignity of man. Physicians should merit the confidence 
of patients entrusted to their care, rendering to each a full 
measure of service and devotion. 

Section 2.—Physicians should strive continually to improve 
medical knowledge and skill, and should make available to 
their patients and colleagues the benefits of their profes- 
sional attainments. 

Section 3.—A physician should practice a method of heal- 
ing founded on a scientific basis; and he should not volun- 
tarily associate professionally with anyone who violates this 
principle. 

Section 4.—The medical profession should safeguard the 
public and itself against physicians deficient in moral charac- 
ter or professional competence. Physicians should observe all 
laws, uphold the dignity and honor of the profession and 
accept its self-imposed disciplines. They should expose 
without hesitation, illegal or unethical conduct of fellow 
members of the profession. 
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Section 5.—A physician may choose whom he will serve. 
In an emergency, however, he should render service to the 
best of his ability. Having undertaken the care of a patient, 
he may not neglect him; and unless he has been discharged 
he may discontinue his services only after giving adequate 
notice. He should not solicit patients. 

Section 6.—A physician should not dispose of his services 
under terms or conditions which tend to interfere with or 
impair the free and complete exercise of his medical judg- 
ment and skill or tend to cause a deterioration of the quality 
of medical care. 

Section 7.—In the practice of medicine a physician should 
limit the source of his professional income to medical serv- 
ices actually rendered by him, or under his supervision, to 
his patients. His fee should be commensurate with the serv- 
ices rendered and the patient’s ability to pay. He should 
neither pay nor receive a commission for referral of patients. 
Drugs, remedies or appliances may be dispensed or supplied 
by the physician provided it is in the best interests of the 
patient. 

Section 8.—A physician should seek consultation upon re- 
quest; in doubtful or difficult cases; or whenever it appears 
that the quality of medical service may be enhanced thereby. 

Section 9.—A physician may not reveal the confidences 
entrusted to him in the course of medical attendance, or the 
deficiencies he may observe in the character of patients, 
unless he is required to do so by law or unless it becomes 
necessary in order to protect the welfare of the individual or 
of the community. 

Section 10.—The honored ideals of the medical profession 
imply that the responsibilities of the physician extend not 
only to the individual, but also to society where these re- 
sponsibilities deserve his interest and participation in activi- 
ties which have the purpose of improving both the health 
and the well-being of the individual and the community. 

The Council sincerely believes that the profession has 
every right to be proud of these new Principles. It believes 
that they adequate!y incorporate in one brief document the 
high ethical standards which have been characteristic ot 
physicians since time immemorial. Finally, it believes that 
the Judicial Council, through its annotations to prior deci- 
sions on various ethical problems, will be able to amass a 
foundation of opinion that can continue to guide it and the 
entire medical profession. The Council on Constitution and 
Bylaws wishes to take this opportunity to thank all those 
who had anything to do with this worthwhile culmination to 
an extremely difficult task. 

Respectfully submitted, 

B. E. Pickerr, M.D., Chairma:: 
S. H. Osporne, M.D. 

FLoyp Winstow, M.D. 
WarrEN W. Furey, M.D. 
Wacrter E. Vest, M.D. 


REPORT OF THE WOMAN'S AUXILIARY TO 
THE AMERICAN MEDICAL ASSOCIATION 


To the Members of the House of Delegates of the American 
Medical Association: 


The New York convention of the Woman's Auxiliary in 
June brought to a close the 35th year. This summary covers 
the year 1956-1957, under the presidency of Mrs. Robert 
Flanders, whose theme was “Health Is Our Greatest Heri- 
tage.” Reports from state auxiliaries throughout the country 
showed that we have carried on a wide variety of activities 
related to our main areas of interest: mental health; safety, 
particularly on farm, home, and highway; health programs 
and science fairs. The two specific projects on which the 
American Medical Association requested our aid have been 
major concerns: Today's Health, which we have promoted 
since 1931, and the American Medical Education Founda- 
tion, to which we have contributed since 1951. Individually, 
members serve their communities, aiding all types of health 
and rehabilitation projects and hospitals. 
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Cooperation with the American Medical Association is 
noteworthy. A significant change has been made leading to 
increased cooperation in legislation. Mrs. Charles L. Good- 
hand, national chairman of legislation, was invited to attend 
a meeting of the A. M. A. Committee on Legislation last 
spring. During this meeting two very important motions were 
made by the A. M. A. Committee with reference to national 
auxiliary activities. These motions were subsequently ap- 
proved by the Board of Trustees of the American Medical 
Association. They were: 

1. The legislation chairman of the Woman’s Auxiliary shall 
be invited to all important meetings of the A. M. A. Legisla- 
tion Committee. 

2. The A. M. A. Committee on Legislation shall go on 
record as requesting comparable organization in the Woman’s 
Auxiliary to better facilitate the cooperation of both organi- 
zations on legislative matters and the Auxiliary shall be 
given all the names of A. M. A. Legislative Committee mem- 
bers and key men. 

Mrs. Flanders commented on this in her annual report: “It 
is another acknowledgment of the Auvxiliary’s recognition by 
the American Medical Association. It is indeed gratifying to 
the members of the Woman’s Auxiliary to realize that the 
A. M. A. is asking for our assistance more and more. We do 
enjoy working with them and hope they will continue to 
seek our cooperation.” 

We have had gratifying and cordial cooperation with many 
representatives of the American Medical Association. Dr. 
Dwight H. Murray, Dr. David B. Allman, Dr. George F. Lull 
and members of the Board of Trustees have advised our 
leaders informally as occasions have arisen. Dr. Ernest B. 
Howard is our liaison to the Advisory Council. It is to him 
that we turn for trusted guidance. He has given many hours 
to consult with us. At each of our national meetings, con- 
vention and conference, he gives the “A. M. A. Roundup,” 
an up-to-the-minute summary of events about which it is 
important for us to have accurate information. It is always 
concise, helpful, and enthusiastically received by our mem- 
bers. We are happy to have you know of our gratitude for 
his wise counsel and friendly assistance. 

During the past year we have gotten help from many 
A. M. A. sources. National and state leaders receive the 
Washington Letter and the Secretary’s Letter. Staff members 
and chairmen of many departments and councils have ap- 
peared on our conference panels and convention round 
tables. We have developed Auxiliary activities in consulta- 
tion with the Committee on Civil Defense of the Council on 
National Defense, Bureau of Health Education, Law Depart- 
ment, Committee on the Medical Aspects of Automobile 
Injuries and Deaths, Council on Medical Service, Council on 
Mental Health, Department of Public Relations, Committee 
on Rehabilitation, and the Council on Rural Health. We are 
fortunate to have headquarters in the A. M. A. Building at 
535 N. Dearborn St., Chicago, and we express our thanks 
for the offices provided for us. Miss Margaret N. Wolfe, 
Executive Secretary, heads a staff of five members who 
efficiently and tactfully carry on the many details of our 
work, including the quarterly publication of our official 
bulletin. 

In 1956-1957 we were responsible for 79,035 subscriptions 
to Today’s Health, and we gave $113,437.80 to the Ameri- 
can Medical Education Foundation. This includes contribu- 
tions from all of our constituent auxiliaries and ten percent 
of our national budget. Since 1951 gifts to A. M. E. F. 
totaled $394,830.64. Our chairmen have had most satisfying 
cooperation with the staff members handling these two 
projects. 

Throughout the country our auxiliaries recruit young 
people for training in the professions allied to medicine, 
providing scholarships and loans which this past year totaled 
$122,459.40. 

By vote of the 1957 convention we made token gifts of 
$100 each to the World Medical Association, the American 
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Heritage Foundation, the Committee on Careers in Nursing, 
and the National Committee for Careers in Medical Tech- 
nology. 

Special mention should be made of our relationship with 
the Student American Medical Association. For the second 
year we have given $100 to its Student Loan Fund. At the 
S. A. M. A. Convention in Philadelphia last May we spon- 
sored a brunch for the wives of the delegates. Upon request, 
we appointed a representative, Mrs. George H. Garrison, a 
member of our Board of Directors, to work with a com- 
mittee to organize the Woman’s Auxiliary to the St de >t 
American Medical Association. We anticipate having the 
chairman of the organizing committee as a guest at our fall 
conference. 

It is customary for the national president to attend state 
auxiliary conventions or conferences and to represent us at 
meetings of numerous nonmedical organizations with which 
we have associations. Mrs. Flanders took part in 34 state 
meetings, while other officers or chairmen visited the remain- 
ing 14. She appeared before the A. M. A. House of Delegates 
at both the June and interim sessions and was a guest at the 
Public Relations Institute and conferences on rural health, 
mental health, Poliomyelitis, and A. M. E. F. She attended 
the convention of the Woman’s Auxiliary to the Southern 
Medical Association. In addition, she represented the Auvil- 
iary at the National Safety Congress, Citizens’ Committee for 
the Hoover Report, American Cancer Society and a meeting 
planned for national women’s organizations by the Depart- 
ment of Health, Education, and Welfare. Other representa- 
tives attended the National Women’s Advisory Council of 
the Federal Civil Defense Administration, Traffic Safety 
Seminars and a meeting of the National Association of 
Manufacturers. Mrs. Flanders also wrote articles for the 
“Home Safety Review” of the National Safety Council and 
for the “Get out the Vote Campaign” of the American 
Heritage Foundation. 

Our total membership is approximately 75,500. National 
active members are the wives of active or service members 
of the American Medical Association (or widows of men 
who were in good standing at the time of their deaths). 
National associate members are those members of constituent 
auxiliaries who do not qualify for active membership. 

A workshop was held at the close of the New York con- 
vention in preparation for the year ahead. We asked each 
state and county auxiliary to (1) review its objectives and 
the relation of its activities to them; (2) build an even closer 
working relationship with the medical societies through 
orientation programs on the objectives of the American 
Medical Association and of the Auxiliary and through the 
partnership approach to public service projects; and (3) ex- 
plore and try out some of the newer methods for understand- 
ing how groups work and solve problems together. To this 
end, we will have professional guidance on group discussion 
methods at the annual fall conference held in Chicago with 
the state presidents, presidents-elect, and national committee 
chairmen. Mrs, E. Arthur Underwood, the President-elect of 
the national Auxiliary, is chairman. 

We appreciate the continued supervision and assistance 
which the state medical societies are giving to our state 
leaders. Increasingly we are trying to steer our activities into 
fields of service which are of timely importance to the 
medical profession and to our communities, thus carrying out 
our objectives and the theme for 1957-1958, “Health Is a 
Joint Endeavor.” 

(Mrs. Paut C.) CATHARINE Craic, President. 


REPORT OF THE 
AMERICAN MEDICAL EDUCATION FOUNDATION 


To the Members of the House of Delegates of the American 
Medical Association: 

At the midpoint of its seventh year, the American Medical 
Education Foundation submits the following report covering 
the period from July 1, 1956, to July 1, 1957. It is with 


pleasure that we announce continued progress in expansion 
of the Foundation’s efforts to aid this country’s 83 medical 
schools and to report that during the past six years, both 
individually and through their medical societies, physicians 
have given more than six million dollars to the A. M. E. F. 
for medical education. 

At the conclusion of the Foundation’s sixth year on 
Dec. 31, 1956, the total income from 1951 was $5,757,039. 
Of this sum $1,072,727 represented contributions during the 
calendar year of 1956, an increase of 40% over the income 
of 1955. 


Grants Distributed to the Schools 


In February, 1957, the American Medical Education 
Foundation made its first direct distribution to the medical 
schools as the result of a decision of its Board of Directors 
no longer to channel its income through the National Fund 
for Medical Education. The total of grants made among the 
83 schools according to the formula decided by the Founda- 
tion was $1,072,365.71. Of this amount, $551,425. of 
undesignated money was divided equally among the schools 
and $520,940.71 designated by donors for specific schools 
was distributed as an addition to the basic gift. 

The invaluable assistance of these grants was particularly 
emphasized in the contents of the letters of appreciation 
received from the deans and the university presidents of 
every school. 

Though this was the first year that our grants were made 
separately from those of the National Fund for Medical 
Education, they were distributed at the same time so that 
the joint efforts of the two organizations would be appreci- 
ated by the public and the leadership of the medical pro- 
fession would further stimulate industry’s support of the 
National Fund. 

The announcement of this new grants program was made 
as a supplement to the report last year to the House of 
Delegates at the clinical session in Seattle, and the wisdom 
of the Board of Directors in making this decision has be- 
come increasingly apparent. A better relationship with the 
alumni funds has been established and a closer identifica- 
tion by the physician contributors to the A. M. E. F. with 
the schools is evident. This is so because it has been easier 
to present the program when it is not necessary to explain 
the complicated transfer and grants program of an organiza- 
tion whose identity was often confused with A. M. E. F. 


State Activities and Gifts 


The successful conclusion of the 1956 campaign can be 
attributed to nationwide support from organized medicine. 
The specific examples of this support which are detailed 
below do not include many other states for whose efforts 
and sponsorship the Foundation is grateful. 

In 1956, California, Arizona, Nevada, and Idaho, joined 
with Illinois and Utah to give the A. M. E. F. a gift from 
every member of their state society paid through states dues. 
In addition, New Jersey gave the Foundation a $25,000 gift 
financed by a dues increase. It is interesting to notice that 
the voluntary contributions from those states, above and 
beyond the dues gifts, were substantial despite the fact that 
the dues increase had been substituted for previously active 
voluntary campaigns. For example, in [linois and California 
more than $20,000 from each state was received in indi- 
vidual contributions in addition to the dues gifts. 

Among the states which conducted voluntary campaigns 
in 1956, Minnesota, Delaware, Kansas, and Connecticut de- 
serve particular attention for well-organized voluntary ap- 
peals developing contributions that approached the per 
capita gifts of the dues increase states. 

During the period covered by this report many counties 
should be recognized for 100% participation by their mem- 
bers, but the list is too long to include in this report. Of 
particular interest, however, are the gifts received from 
Chattanooga-Hamilton County Society of Tennessee, whose 
generous treasury grant of $5,000 was matched by $5,000 
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from a local foundation in the name of the businessmen of 
Chattanooga. Two other interesting gifts were made: the 
Pueblo County Medical Society donated all of its income 
from its poliomyelitis inoculation program and by action of 
the Rice County Medical Society of Minnesota its treasury 
gave $10 with each contribution from one of its members. 

Other states who have given treasury grants to the Foun- 
dation were recognized at the June meeting of the House of 
Delegates and awarded Scrolls of Merit in deep appreciation 
for their generosity, but this report would not be complete 
if it did not make reference to the Colorado State Medical 
Society, which not only tripled its contributions over the 
previous year but also pioneered a cooperative program with 
the state’s medical school, coordinating its efforts with the 
alumni organization of that school and established a rela- 
tionship which may be adaptable elsewhere. 

During the first six months of 1957, many of the states 
decided that a fall campaign would be better suited to their 
organizations. Despite this decision the income of the Foun- 
dation for the half-vear was approximately 15% ahead of 
1956, and the outlook for 1957 should be progressively 
better than any previous year. 


State Chairmen’s Meeting 


Much of the credit for these successful programs can go 
to the state chairmen who have accepted this difficult assign- 
ment. They have spent much time and effort educating their 
colleagues to the importance and necessity of the medical 
profession’s leadership in support of medical education. 

On Jan. 27, 1957, these state chairmen met at the Drake 
Hotel in Chicago to exchange ideas on the best methods to 
be used locally to promote their program. 

Many of the state chairmen expressed appreciation for the 
introduction of a new way of conducting such programs by 
dividing the group up into small sections where individual 
participation could be more complete. 


Changes in Organization and Personnel 


At the November, 1956, meeting of the Board of Directors 
of the A. M. E. F. Dr. F. J. &L. Blasingame of Wharton, 
Texas, replaced Dr. Walter L. Martin of Virginia, who 
retired. Dr. Blasingame, an ex officio member of the Foun- 
dation’s Board as a member of the A. M. A. Trustees’ Execu- 
tive Committee, was elected a voting member at that time. 
At its meeting in June, 1957, the Foundation’s Board of 
Directors also accepted with regret the resignation of Dr. 
Herman Weiskotten and elected Dr. Leland S. McKittrick 
of Brookline, Mass., in his stead. Dr. McKittrick is the new 
chairman of the A. M. A. Council on Medical Education 
and Hospitals. 


A. M. E. F. Alumni Relations 


It has been mentioned before that the relations between 
the A. M. E. F. and the various medical schools’ alumni 
appeal programs were strengthened by the decision of the 
Foundation to distribute separate grants. During the past 
vear, the Foundation has made every effort to cooperate with 
the schools in their attempts to build alumni programs. To 
do this, the Foundation has joined the American Alumni 
Council and increased its correspondence with the alumni 
secretaries of the various schools. 

To cement the relationships between A. M. E. F. and the 
alumni programs, the Foundation conducted a meeting in 
Chicago on March 23, 1957, to which it invited, through the 
American Alumni Council, representatives of 24 schools to 
consider some of the problems which had arisen because of 
joint or dual solicitation between A. M. E. F. and alumni 
fund campaigns. 

Representing the A. M. E. F. were the Foundation’s staft 
and Dr. Edward L. Turner, Secretary-Treasurer, Dr. Ward 
Darley, executive director of the American Association of 
Medical Colleges, represented his organization. Two medical 
school deans were also present. Representing the schools 
were their development officers and alumni _ secretaries. 
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Present also as a representative of the University of Colorado 
was Dr. Frank McGlone, who, in addition, is an active 
chairman for A. M. E. F. in his state society. 

The first conclusion of the group was that better com- 
munication was necessary among those who were working 
or the same goal, the active participation of the medical 
profession in the support of medical schools. 

Many points were raised as how best to coordinate the 
efforts of various interests. Dr. Turner pointed out that it 
was recognized that each school was primarily concerned 
with its own problems. He suggested an objective study be 
made of ways to solve some of the problems. 

After discussion, it was decided by the meeting that the 
Board of Directors of the Foundation be requested to acti- 
vate a committee composed of representatives from the 
alumni secretaries, the medical school deans, the physicians 
of the state chairman’s group, and the Foundation. This com- 
mittee would be invited to study these problems and en- 
courage better communication between the groups. At the 
June meeting of the Board of Directors this recommendation 
was accepted. 

One of the direct results of this meeting was a cooperative 
effort between A. M. E. F. and Georgetown University. 
A. M. E. F. Pledge envelopes were furnished to the George- 
town alumni office where “Georgetown” was printed in the 
space left for the contributor to earmark his donation. An 

M. E. F. folder and the pledge envelope were then 
mailed by the school along with a letter from the dean to 
all Georgetown medical alumni. 


The Woman's Auxiliary and A. M. E. F. in 1956-1957 


The enthusiasm and activity of the Woman's Auxiliary to 
the American Medical Association in its efforts to help the 
American Medical Education Foundation were more pro- 
ductive than ever during the year 1956-1957. A 25% in- 
crease over the previous year was the result of these efforts 
which raised $113,461 for the nation’s medical schools. 

It should be emphasized that no appeal to physician hus- 
bands was included in their woman's program. The re- 
markable total was raised by benefits and small gifts from 
the large majority of the 70,000 members. The Foundation 
is grateful for this substantial contribution and particularly 
appreciative for the attention and understanding of our 
program which this wholehearted participation has spread 
through the medical community. 

To assist the Auxiliary in its program, the Foundation’s 
staff furnished the women with portfolios, two newly de- 
signed folders, and several other pieces. Lessons learned 
from last year’s general mailing were applied to an inex- 
pensive one-part request sent to every Auxiliary member 
with gratifying results. 

The highly successful sympathy card that the women used 
in their program was redesigned to be more effective. This 
card is sent when a contribution is made to the Foundation 
as a memorial instead of flowers. A new and rewarding 
project was the “Evening at Home” which several auxiliaries 
sponsored, selling tickets to doctors and their families to 
save them from the ordeals of attending a benefit. 

The Foundation is grateful to the many county and state 
auxiliaries who made treasury gifts. In particular, it would 
like to thank the Woman's Auxiliary to the American Med- 
ical Association who again this year graciously contributed 
10% of its budget to A. ML. E. F. 

Promotional Activity 

Our staff, this past year, has visited nearly all the states 
to aid the committees in accelerating their programs. Some, 
of course, were visited a number of times. New folders, 
brochures, and a revised tax letter were mailed to the pro- 
fession or forwarded to the states for distribution. A new 
major display exhibit was just shown at the June, 1957, 
meeting in New York. The exhibit is available to state so- 
ciety and metropolitan committees. 

A program is now in progress to organize successful cam- 
paigns in some of the larger metropolitan areas. It will be 
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of great aid to our state committees to have a metropolitan 
chairman responsible for the A. M. E. F. campaign in his 
city. 

This year the A. M. E. F., one of the co-sponsors of Medi- 
cal Education Week, concentrated its participation in this 
effort to assisting the Woman's Auxiliary by preparing mate- 
rials and furnishing speakers for the Women’s program pub- 
licizing the work of the medical schools to other women’s 
organizations in this country. 


In Appreciation 


The Directors of the American Medical Education Foun- 
dation extend their grateful appreciation to those persons 
and organizations, both lay and professional, who have con- 
sistently and devotedly supported the Foundation from its 
beginnings. Significant recognition should be directed to the 
state chairmen and their committee workers, the officers and 
houses of delegates of the various state organizations, Mrs. 
Helen Fargher, National A. M. E. F. Auxiliary Chairman, 
Mrs. Robert Flanders, National Auxiliary President, and the 
women who have unselfishly given their time and efforts on 
behalf of the Foundation and the medical schools. 

It is the desire of the Board of Directors to particularly 
thank the House of Delegates, Trustees and Officers of the 
American Medical Association, not only for their generous 
gifts but also for their constructive influence and under- 
standing of the program of the Foundation. It is with pride 
and warm thanks that the Board acknowledges the thought- 
ful generosity of the A. M.A. for the special allocation of 
operating funds which permits the Foundation to give the 
medical schools every dollar raised for their benefit. 

The Board would also like to take this opportunity to 
thank the Editor and the staff of Tue JourNac for advertis- 
ing space and for their assistance in the preparation and 
publication of editorial material relating to the progress of 
the Foundation, and to thank the many state journals which 
have printed editorials and advertisements urging support 
tor the Foundation; the publishers of Medical Economics 
and Modern Medicine also deserve gratitude for the adver- 
tising space which they contributed to A. M. E. F. during 
the past year. 

The Board of Directors feels honored by, and deeply 
grateful to, the physicians of this country whose generosity 
and understanding have made possible the increasing suc- 
cess of the Foundation. Every effort shall be made to admin- 
ister this trust in the spirit and for the purposes that they 
have so unselfishly defined. 

Respectfully submitted, 

Louts H. Baver, M.D., President. 

Grorce F. Lucy, M.D., Vice President. 

Epwarp L. Turner, M.D., Secretary-Treasurer. 
DonaLtp G. Anderson, M.D. 
J. L. BLasincame, M.D. 
Joun W. Curing, M.D. 
GuUNNAR GUNDERSEN, M.D. 
Epwin M.D. 
Vicror JoHNnson, M.D. 
LELAND S. McKrrrrick, M.D. 
J. J. Moore, M.D. 

Davin B. M.D.) 
L. W. Larson, M. D. 
JuLiAN P. Price, M.D. | 
Austin M.D. 
Joun W. Heppack, Executive Secretary. 
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REPORT OF THE 
COMMITTEE ON MEDICAL PRACTICES 


To the Members of the House of Delegates of the American 
Medical Association: 


The Committee on Medical Practices has held two meet- 
ings during the year July 1, 1956, through June 30, 1957, 
and at each meeting conferred with individuals who might 
contribute to and assist in the Committee's work. 
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In its last annual report in December, 1956, the Commit- 
tee reviewed at some length the five directives given to it 
by the House of Delegates (THE JourRNAL, Jan. 19, 1957, 
pages 194-197). One of the directives referred to the estab- 
lishment of departments of general practice in medical 
schools and the development of better opportunities for 
medical students to receive experience in general practice. 
After considering this in the light of efforts already under 
way within the Association and by other groups the Com- 
mittee recommended (adopted by the House) that a special 
study be made by the Council on Medical Education and 
Hospitals, the Association of American Medical Colleges, the 
American Academy of General Practice, and representatives 
of the various specialties. A study committee composed of 
representatives of the above has been created and a review 
of its work is included in this year’s annual report of the 
Council on Medical Education and Hospitals. 

Two other directives had to do with arbitrary discrimina- 
tion by hospitals against general practitioners. The Com- 
mittee again made specific recommendations (THE JOURNAL, 
Jan. 19, 1957, pages 194-197) in reference to these direc- 
tives, both of which were adopted by the House. 

The remaining directives referred to the development of 
a relative value schedule for diagnostic, medical, and surgi- 
cal services and a program of public education designed to 
bring about a better understanding of all fields of medical 
practice. It is with these two directives that the Committee 
has been concerned during the past year. There seem to be 
several approaches to carrying out these directives, each of 
which is reviewed briefly at this time. 

In the first place, the problem might be approached from 
the point of view that any change in thé relationship be- 
tween medical services and surgical services must originate 
within the profession itself. Physicians establish their own 
fees and, to the extent that these reflect in the public mind 
the relative values between medical services and surgical 
services, the spread in these values as accepted by the pub- 
lic will continue so long as the spread in charges made by 
physicians for such services continues. Therefore, if anything 
is to be accomplished in promoting the importance of diag- 
nostic and medical services the first step may need to be 
taken by the physicians themselves. 

In the second place, since the ultimate objective is to ob- 
tain public acceptance, the problem may also be approached 
through public education. The lay person sees the results of 
surgery and therefore appreciates its value and is willing to 
pay for it. The results of diagnostic and medical treatment, 
on the other hand, frequently are not so evident and are 
less appreciated by the public than the dramatic effects of 
surgery. The task here, then, is to secure public acceptance 
of the fact that it requires just as much education, know!- 
edge, and skill to diagnose and treat illness as it does to 
perform surgery and that, while the results may not be so 
dramatic, they are equally important to the well-being of 
patients. Since “public education” is a function of two exist- 
ing units within the Association (Public Relations Depart- 
ment and the Bureau of Health Education), the directors of 
these divisions have been requested to assist the Committee 
in this area. Both divisions have done this and their directors 
ire reporting at each meeting of the Committee. 

The Bureau of Health Education has offered to further 
this objective through its regular services, the contacts of its 
staff with school teachers and lay audiences, and through 
editorials and articles in Today's Health. In addition, the 
Bureau has a certain amount of television opportunities in 
the educational field as distinguished from the public rela- 
tions field. All of these channels are available to the Com- 
mittee. 

The Public Relations Department is also making its chan- 
nels of communications available to the Committee, empha- 
sizing medical practice as contrasted to surgery. A practical 
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example is the film “Even for One,” which the Public Rela- 
tions Department showed at the request of the Committee 
before the House of Delegates in June. 

A third approach to this problem is through a relative 
value scale for the whole of the practice of medicine. The 
idea is to produce a relative value scale in points, not in 
dollars, which would indicate for both doctors and the pub- 
lic the proper relation between fees for various medical and 
surgical services. This approach has been used in California, 
with some degree of success. However, even here there is 
little change in the relation between medical practice and 
surgery since a relative value scale for each has been devel- 
oped, with no effort being made to relate the two. 

The Committee stated in its last annual report that any 
relative value schedule for the whole of the practice of medi- 
cine should be deferred until it had an opportunity to con- 
fer with representatives of medical organizations, which 
have developed schedule scales. Following up on this, it 
has become apparent that, to the best of our knowledge, 
aside from California, there are no relative value schedules 
developed by medical societies. Such schedules as were 
found are generally termed “usual fees,” “average fees,” or 
“minimum fees” and are actually schedules of fees rather 
than relative value schedules. Taking another approach, 
then, the Committee set about to learn what, if any, are the 
relative values within schedules established by or approved 
by medical societies. In other words, what are the relation- 
ships between fees in schedules developed by physicians 
themselves? 

The Committee has collected over 135 fee schedules pre- 
pared by and used by county medical societies. Among 
these are “average schedules,” “usual schedules,” “minimum 
schedules,” and “public assistance schedules.” In addition, 
examples of “medicare schedules” and “prepaid plan sched- 
ules” are also being included in this project. None are in- 
demnity schedules, all are “full” pay for the purpose for 
which they were prepared. In addition, the Committee has 
available to it the actual charges made by physicians in 
some 10,000 cases now under study by the American Society 
of Insurance Actuaries. This material is being tabulated and, 
with the assistance of this group of actuaries, will be an- 
alyzed to determine what, if any, relationships exist between 
the medical and surgical fees within the schedules and with- 
in the actual charges made by physicians. These data will 
then be correlated with the Relative Value Scale developed 
in California. Whether or not this will bring the Committee 
any closer to “a relative value scale for the whole of the 
practice of medicine” is certainly open to question. However, 
we will know more about the situation as it now exists, a 
situation which may well continue with more and more 
schedules being developed. 

Finally, there is a fourth approach and that is from the 
standpoint of costs or cost accounting. There have been a 
few instances of where actual cost studies have been used 
to determine fair and equitable fees. This, of course, would 
involve cost of education as an investment, cost of building 
and equipment, operations, and perhaps even certain so- 
called fringe benefits. The Committee has not explored this 
approach but believes it is worth mentioning. 

The directives given to this Committee, which have been 
discussed here briefly, are obviously long term. We. shall 
continue to work with the various groups within and without 
the Association to further the purpose of the directives and 
will report our progress to the House of Delegates. 

Respectfully submitted, 

Warpbe B. ALLAN, Chairman. 
W. ANDREW BUNTEN. 

LesTeR BiBLER. 

R. B. Rosins. 

EvMer G. SHELLEY. 

Georce W. Coo rey, Secretary. 
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THE TECHNICAL EXPOSITION..... 
PHILADELPHIA CLINICAL MEETING 


The Technical Exhibits at any A. M. A. Meeting provide a quick review of the new developments in 
medicine. 


The visiting physician has an excellent opportunity to examine new ideas and new methods—as well 
as to have a brush-up review of the old stand-bys and new applications that have been developed. 


From Tuesday to Friday, Dec. 3 to 6, in Philadelphia, 150 technical exhibitors will put the newest develop- 
ments in the field of medicine on parade for you. With convenience and at your ease you may pick and 
choose what is useful in your practice. Skilled representatives of each company will answer your most 


technical questions and help in every way to make your practice of medicine more effective and efficient. 


The Technical Exhibits will be open from 8:30 a. m. to 5:30 p. m. each day of the meeting, closing 
Friday at 12:00 noon. For your convenience all features of the Philadelphia meeting are under the same 
roof. You may conveniently visit the Scientific Exhibits, Technical Exhibits, Clinical Discussions, Color 


Television, and Medical Motion Pictures within a few hundred feet from one another. 


We look forward to seeing you in Philadelphia and to your making full use of the values the Techni- 
cal Exhibits offer you. 


THOMAS R. GARDINER 
Business Manager and Director of Technical Exhibits 
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TECHNICAL EXHIBITORS 


Booth Numbers 
Abbott Laboratories, North Chicago, III C-11, €-12, €-13, G14 
American Cyanamid Co. (Fine Chemicals _Div.), New York 0-34, D-36 
American Electronic Laboratories, Inc., Phil 6-20 
American Medical Association Publications, Chicago F-6, F-8 
American Medical Education Foundation, Chicago 6-10 
American Sterilizer Co., Erie, Pa. E-3) 
Ames Co., Inc., Elkhart, Ind. D-20, 0-22 
Arlington Medical Co., Arlington Heights, Ill. 6-16 
Audio-Digest Foundation, Glendale, Calif. 6-3 
Ayerst Laboratories, New York (-33, (-35 
Boxter Laboratories, Inc., Morton Grove, HI. 000... E-20, B-27 
Best Foods, Inc., The, New York F-15 
Bib Corp., The, Lakeland, Fla. 2000s H-8, H-9 
Blair Laboratories, Inc., Short Hills, N. J. E-34 
Blakiston Division, The—McGraw-Hill Book E-15 
Borcherdt Co., Chicago................. E-8 
Breck, John H., Inc., Springfield, “Mass. — cou E-18 
Brewer & Company, EEE 
Bristol-Myers Products Div., New York... 16 
Burdick Corp., The, Milton, Wis. 
Burns Cuboid Co., Santa Ana, Calif. .... 0-28 
Burroughs Wellcome & Co. (U. S. A.) Inc., Tuckahoe, N.Y. .. ....B-2 
Cameron Surgical Specialty Co., Chicago ..E-28 
Chicago Reference Book (o., Chicago... 6-7 
Chilean lodine Educational Bureau, Inc., New 6-9 
Christian Medical Society, Chicago 6-14 
Church & Dwight Co., Inc., New York... 
Ciba Pharmaceutical Products, Inc., Summit, N. 8-3, BS, By, BS, B-10 
Coca-Cola Co., The, Atlanta, G-2 
Coreco Research Corp., New York G-18 
Dalzo, Inc., Hackensack, No J. .E-30 
Davis, F. A., Co., Philadelphia. ................ 
Devereux Schools, Devon, Pa. C34 
Eaton Laboratories, Norwich, N.Y. ..... A-11, A-12 
Edwards Shoes, Inc., Philadelphia. F-35 
Eisele & Co., Nashville, Tenn. 6-3) 
Electro- Therapeutic Instrument Co., Broadview, F-29 
Encyclopaedia Britannica, Inc., Chicago 
Encyclopedia Americana, Grand Rapids, Mich. .. 6-5 
Ethicon, Inc., Somerville, N. J. . C-28 
Fischer, H. G., & Co., Franklin Park, Ml, D-30 
Fischer, R. A., & Co., Glendale, Calif. . ..E-33 
6-8 
Flint, Eaton & Co., Decatur, Hl. ..... 6-17 
Fougera, E., & Co., Inc., Hicksville, N. 
Geigy Pharmaceuticals, Div. of Geigy Chemical co, “Yonkers, E-1 
General Foods Corp., White Plains, N.Y. ...... 24, 2%, F-25 
Gerber Products Co., Fremont, Mich. FY 
Gray Pharmaceutical Co., Inc., Newton, Mass. . F-36 
Grune & Stratton, Inc., New York (-19 
Guardian Chemical Corp., Long Island City, N. Y. 6-30 
Health Insurance Council, New York F-28 
Heinz, H. J., Co., Pittsburgh, Pa... C27 
Hoffmann-LaRoche, Inc., Nutley, N. J. .B-23, B-25 
Hollister-Stier Laboratories, Philadelphia. F-20 


Homemakers’ Products Corp., New York 

Johnson & Johnson, New Brunswick, N. J. 

Jesse Jones Box Corp., Philadelphia. 

Kimberly-Clark Corp., Neenah, Wis. . 

Knoll Pharmaceutical (o., Orange, N. J. 

Lea & Febiger, Philadelphia 

Lederle Laboratories Div., American 
Pear! River, N. Y. 

Leeming, Thos., & Co., Inc., New York... 

Lilly, Eli, & Co., Indianapolis 

Lippincott, 3. B., Co., Philadelphia 

Little, Brown, & Co., Boston 

Lloyd Brothers, Inc., Cincinnati 

Loma Linda Food Co., Arlington, Calif. 

Lov-e’ Brassiere Co., Hollywood, Calif. .. 

Luzier's, Inc., Kansas City, Mo. ............ 

Macmillan rng The, New York 


24, 0-26, ED 


B-34, B-36 
0-19. D-21 


..D-12, D-14, D-16, D-18 


0-23, D-25 


11th CLINICAL MEETING 


Booth Numbers 
Mattern X-Ray Div. Land-Air, Inc., cr hicago B-28, B-30 
McNeil Laboratories, Inc., Philadel E-21, E-22 
Mead Johnson & Co., Evansville, Ind. (-7, C-9 
Medco Products Co., 6-24 
Medical Dental Photo (6., Levittown, N. Y. F-13 
Medical Film Guild, New York C-3 
Medical Protective Co., The, Fort Wayne, Ind. E-32 
Mennen, Co., The, Morristown, N. J. F-34 
Merck & (o., Inc., Rahway, N. J. D-2, D-4 
Merck, Sharp & Dohme, 

Div. of Merck & Co., Inc., Philadelphia... B-11, B-13, B-15, B-17, B-19 
Merrell, Wm. S., Co., The, Cincinnati F-5 
Merrill Lynch, Pierce, Fenner & Beane, New York 6-15 
Miles Laboratories, Inc., Elkhart, Ind. 6-29 
Miles Reproducer Co., New York F-26 
Milex of New York, Long Island City, N. Y. 6-13 
Miller Surgical Co., Chicago . H-5 
Minnesota Mining and Manufacturing Co., St. Paul, Minn. 6-25, 6-27 
Mosby, C. V., Co., St. Lovis........ B-9 
National Biological Laboratories, Falls Church, Va. F-32 
National Drug Co., The, Philadelphia. D-6, F-11 
Nordmark Pharmaceutical Laboratories, Inc., Irvington, N. (-18, E-36 
Organon Inc., Orange, N. J. is E-16 
Ortho Pharmaceutical Corp., Reriten, A-8, (-24, (-26 
B-31, B-33, B-35 
Pfizer Laboratories, Brooklyn, No B-20, B-22 
Philadelphia Serum Exchange, 
Plough, Inc., Memphis, Tenn. ......... 
Prior, W. F., Co., Inc., Hagerstown, Md. 
Ralston Purina Co., St. Lovis.......... D-33 
Riker Laboratories, Inc., Los Angeles, Calif. C-10 
Robins, A. H., Co., Inc., Richmond, Va. ............. B-24, B-26, C-23, 
Sanborn (o., Waltham, Mass. .............. 
Santoz Pharmaceuticals, East Hanover, E-14 
Saunders, W. B., Co., Philadelphia... E-2, E-4 
Schering Corp., Bloomfield, N. J. ............... A-3, A-4, AS, A- 6, A- 7, C2 C4, (-6, €-8 
Schmid, Julius, Inc., New York... .E-10 
Scholl Mfg. Co., Inc., The, Chicago... hist F7 
Searle, G. D., & Co., Chicago 
Simmons (o., Chicago 
Smith-Dorsey Div., The Wander Lincela, Neb. F-12 
Smith, Kline & French Laboratories, Philadelphia. 
Squibb, E. R., & Sons, New York... 
State Medical Journal Advertising Bureau, Inc., hice... 
Strasenburgh, R. J., Co., Rochester, N.Y. ........ D-15 
Swift & Co., Chicago. F-22 
Tailby-Nason (o., Inc., New York... 6-26 
Taylor Instrument Companies, Rochester, N. 
Training School at Vineland, The, Vineland, N. J. . 
U. S. Vitamin Corp., New York... 
Universal Products Corp., Norristown, Po. 
Walgreen Co., Chicago... A-9, A-10 
Wallace Laboratories, Div. of Cortes Products, ‘Wn, New Brunswick, N. J. ..D-11, D-13 
Walton Laboratories, Inc., Irvington, N. J... 
Warner-Chilcott Laboratories, Morris Plains, N, ry E-11, E-13 
Westwood Pharmaceuticals, Div. of Foster-Milburn “Buffalo 
White Laboratories, Inc., Kenilworth, N. J. 
Williams & Wilkins Co., The, Baltimore, Md. B-6 
Winthrop Laboratories, Inc., New (-20, €-22 
World Medical Association, New 6-22 
Wyeth Laboratories, B-14, C-21, E-12, 6-23 
Year Book Publishers, Inc., The, Chicago........... 

Yorke Publishing Co , Inc., The, New York oo. F-33 


Zimmer Manufacturing (o., Warsaw, Ind. 


V le 
195 
F-27 
F-30 
D-27 
F-16 
D-5 
E-17 
F-3 
F-2, F-4 
A-] 


Vol. 165, No. 8 


THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


Like myself, you probably are aware of the cur- 
rent, growing interest in the health and fitness of 
our youth. It was sparked by the 1956 Annapolis 
Conference on the Fitness of American Youth called 
by Presidert Eisenhower. Subsequently, a Council 
on Youth Fitness at the Cabinet level was formed 
and regular meetings have been held. Last month 
the newly appointed President's Citizens Advisory 
Committee on the Fitness of American Youth, which 
includes six physicians, held its first meeting at West 
Point. 

All of us in the medical profession welcome this 
renewed interest in youth fitness. We are particu- 
larly gratified that the proceedings of the President's 
conference and reports concerning the meeting of 
the advisory committee reflect a broad, well-con- 
ceived point of view on the fitness of American 
youth, For example, both groups believe that “fit- 
ness for living” must include mental, emotional, so- 
cial, and moral fitness, as well as physical fitness. 
They also recognize that existing agencies should be 
used in any effort to expand fitness programs. 

While I personally do not believe our youngsters 
are “softies,” I agree with Vice President Nixon that 
there is an important job to do for our youth, and 
that improvements in fitness can be, and should be, 
expected. 

As physicians, we have definite obligations in any 
such program. It is good to know that this challenge 
does not find us unprepared to fulfill our profession- 
al responsibilities. 

In a few days the Sixth National Conference on 
Physicians and Schools, sponsored by the American 
Medical Association, will convene at Highland Park, 
Ill. (Oct. 30-Nov. 2). This conference, utilizing as 
its theme “A Decade of Progress Toward Fitness,” 
will dramatize the A. M. A.’s long-term interest in 
the health and fitness of youth. 

The conference, however, is only one part of a 
solid, day-by-day program of youth fitness carried 
out by the A. M. A. without fanfare. 
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For more than 50 years the A. M. A, has been 
cooperating in this work through the nation’s 
schools. Since 1911, the A. M. A. has had a joint 
committee with the National Education Association 
on health problems in education. Because of its 
publications suggesting policy and practice for 
sound programs of health education and physical 
education in schools, the Joint Committee has 
placed itself among the most influential groups in 
the school health field. 

In addition to the work of the Joint Committee, 
the A. M. A, Bureau of Health Education is con- 
cerned with various phases of youth fitness. Still 
another A. M. A. contributor to the over-all fitness 
program is Today’s Health magazine. This publi- 
cation, which goes to 30,000 schools and colleges 
each month, reaches innumerable youngsters with 
authentic health information, 

While such efforts are important at the national 
level, it is even more vital that similar programs be 
carried on at the state and local levels. Many confer- 
ences on physicians and schools have been held at 
the state level, and similar meetings have been con- 
ducted on both regional and community levels in 
several states. In addition, a majority of the state 
and local medical societies now has a committee 
assigned to handle school health and fitness respons- 
ibilities. Also, there is medical representation on 
most school and community councils on health and 
fitness, and hundreds of A. M. A. members serve 
on boards of education and on the councils of youth- 
serving agencies. 

Our opportunity can be, and our obligation should 
be, to make these same outstanding contributions in 
every state and every community. In developing 
the fitness movement the profession must provide 
the needed medical leadership. I am confident you 
will do your part for our youth, our communities, 
and our profession. 


Davin B. ALLMAN, M.D., Atlantic City, N. J. 


! 
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ORGANIZATION SECTION 


DR. BLASINGAME HONORED 


Personal messages from his many _ physician 
friends and colleagues were presented to Dr. 
F. J. L. Blasingame of Wharton, Texas, in honor of 
his appointment as A. M. A. General Manager. The 
presentation was made during the Texas Medical 
Association 1957 Public Relations Conference held 
in September in Austin, Texas. 3 


Dr. Blasingame (left) and Dr. Milford O. Rouse, Dallas, 
immediate past-president of Texas Medical Association 
(right), look at the presentation made to Dr. Blasingame at 
1957 PR Conference in Texas. 


TELEVISION-RADIO CONFERENCE IN 
CHICAGO 


Medical societies, voluntary health organizations, 
and local broadcasters have been invited to a tele- 
vision and radio conference Nov. 7-8 at the Sheraton- 
Blackstone Hotel in Chicago, a joint project of the 
American Medical Association and the National 
Association of Radio and Television Broadcasters. 
The two organizations have planned this conference 
on utilization of local radio and television time by 
medical and voluntary health organizations. 

Participating will be Harold E. Fellows, president, 
NARTB; Dr. David B. Allman, President, A. M. A.; 
Mrs. Rollin Brown, president, National Congress of 
Parents and Teachers; Sig Mickelson, vice-president 
in charge of news and public affairs, CBS; Roy E. 
Morgan, president, Pennsylvania Association of 
Broadcasters; and Dr. Robert W. Gentry, Chairman, 
A. M. A.’s Physicians Advisory Committee on Tele- 
vision, Radio, and Motion Pictures. 


The first morning will be devoted to panel dis- 
cussions. In the afternoon and the following morn- 
ing, small groups will take up such problems as 
programming, promotion, medical ethics, business 
aspects, and news operations. The conference will 
present a color television demonstration to show 
the “medical public interest program of the future.” 

Registrations should be sent to the American 
Medical Association. The meeting is open to any- 
one interested in public-interest radio and television 
programs. Room blocks for registrants are being 
held at the LaSalle and Croydon hotels. The Shera- 
ton-Blackstone, where the meeting is being held, 
has already exhausted its supply of rooms. 


ANNUAL CONFERENCE ON 
MENTAL HEALTH 


A large number of representatives of state medical 
associations, national organizations, and guests will 
meet in the Drake Hotel, Chicago, Nov. 22-23, to 
discuss problems in the field of mental health. 

At the present time there are 46 state medical 
societies and the Medical Society of the District of 
Columbia that have standing committees on mental 
health in contrast to the total of 24 mental health 
committees in 1953. 

Between 80 and 100 persons are expected to at- 
tend this Fourth Annual Conference of Mental 
Health Representatives of State Medical Associa- 
tions sponsored by the A. M. A. Council on Mental 
Health. The conference will be presided over by 
Dr. Leo H. Bartemeier, Chairman of the Council on 
Mental Health. 

Dr. George F. Lull, Secretary and General Man- 
ager of the A. M. A., will open the Plenary Session 
on Nov. 22. The conference participants will then 
go into small discussion groups. The topics are 
chosen on the basis of interest of state groups. The 
chairmen and topics for the discussion groups are 
are follows. 

1. The Role of the General Practitioner in Rela- 
tion to the Specific Psychiatric Case—Chairman, Dr. 
Francis M. Forster, Dean, Georgetown University 
School of Medicine, Washington, D. C. 

2. Blue Cross—Blue Shield and Other Voluntary 
Health Insurance Plans for the Psychiatric Patient— 
Chairman, Dr. Hugh T. Carmichael, clinical pro- 
fessor of psychiatry, University of Illinois College of 
Medicine, Chicago. 

3. Relationship of the Psychiatrist in Private Prac- 
tice to the General Hospital in His Community— 
Chairman, Dr. Hamilton F, Ford, professor of neu- 
rology and psychiatry, University of Texas School of 
Medicine, Galveston, Texas. 
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4. Psychiatric and Related Mental Health Prob- 
lems in Industry—Chairman, Dr. Leo H. Bartemeier, 
medical director, Seton Psychiatric Institute, Balti- 
more. 

At the dinner meeting, Dr. Leo H. Bartemeier, 
Chairman, will introduce the speakers, Dr. Ernest B. 
Howard, Assistant Secretary—Assistant General Man- 
ager of the A. M. A., and Dr. Manfred S. Guttmach- 
er, associate clinical professor of psychiatry, Univer- 
sity of Marvland, School of Medicine and College 
of Physicians and Surgeons, Baltimore. Dr. Gutt- 
macher for a considerable time served as consultant 
advisor on psychiatric problems to the Supreme 
Court of the State of Maryland and will speak on 
the “Role of Psychiatry in Relation to the Problem 
of Capital Punishment.” 

On Nov. 23, the reports of the discussion groups 
will be read and discussed in Plenary Session, and 
the meeting will terminate at 12 noon the same day. 


DEADLINE FOR GENERAL PRAC- 
TITIONER AWARD BIOGRAPHIES 


Officers of state medical societies are 
reminded that Nov. 1 is the deadline for 
submission to the A. M. A. Secretary's 
office of nominations for the General 
Practitioner award, which is given annu- 
ally at A. M. A. Clinical Sessions. The 
award will be made for the 11th time at 
the Clinical Session, to be held in Phila- 
delphia, Dec. 3-6. A complete and de- 
tailed biography must accompany all 
nominations. 


A. M. A. PUBLIC RELATIONS 
INSTITUTE 


More than 400 representatives of coun- 
ty and state medical societies attended a 
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society grievance committees presented actual 
cases to special grievance committees composed of 
institute participants. The special committees, along 
with members of the audience, heard the cases and 
decided how they should be handled. Public re- 
lations problems in the legislative field, professional 
liability problems, and doctor-lawyer cooperation 
were also discussed. A code of cooperation between 
doctors and lawyers and joint meetings were sug- 
gested as ways of furthering understanding between 
the two professions. 

A new film entitled “Whitehall 4-1500,” dealing 
with the many activities of the A. M. A., was pre- 
miered at the meeting. It is now available for show- 
ing at state and county meetings. Also shown were 
a slide film on mechanical quackery and a new 
series of 10-second health spots for television show- 
ing, prepared by the Bureau of Health Education. 
Luncheon speaker on one dav of the session was 
Mr. K. A. MacKenzie, Topeka, Kan., who spoke on 
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The 1957 A. M. A. PR Institute attracted over 400 state and county 


recent safari on medical public relations, 
sponsored by the A. M. A. Public Rela- 
tions Department at the Drake Hotel, 
Chicago. This was the largest attendance 
at the PR Institute since the meetings 
were begun six years ago. 


medical society representatives to Chicago, Aug. 28 and 29, to discuss com- 
munity programs and public relations problems of the medical profession. 


” 


Seated around the jungle campfire to discuss “Medicine and Publicity” at 
one of the sessions in the Drake Hotel ballroom were (left to right) Charles 
L. Hudson, M.D., Cleveland; Roland Berg, medical editor of Look; Thomas 
L. Royce, M.D., ‘Houston, Texas; Robert D. Potter, executive secretary of 
the Medical Society of the County of New York; Robert Clark of the 
Louisville, Ky., Courier-Journal; and John L. Bach, Director of A. M. A. 
Press Relations. 


At one session 10 experts on press- 
medicine relations, including doctors, newspaper 
reporters, and medical society public relations peo- 
ple, agreed that medicine and the press must have 
a common aim—the good of the public. When both 
groups get together and talk over their problems, 
they can erase their selfish aims and work toward 
helping the public (composed of patients ) under- 
stand medicine better. 

It is the public’s “right to know” about scientific 
advances and other phases of medicine; thus, news 
coverage of medicine is necessary. The medical 
profession might expect to benefit from such cov- 
erage since a “better-informed public makes better 
patients.” 

A feature of the institute was a session on griev- 
ance committees. Representatives of four medical 


sports and medicine. MacKenzie was the star of 
the A. M. A. film, “The Case of the Doubting Doc-~ 
tor.” 

Specific problems of large and small state so- 
cieties and county societies with and without 
executive secretaries were discussed, and perhaps 
solved in some cases, in workshop sessions. Various 
new public relations projects and problems were 
presented to the whole group. These included the 
Asian influenza situation, fitness of American youth, 
county high school sports injury clinics for doctors 
and coaches, and social security coverage for phy- 
sicians. 

Material on the topics covered at the meeting is 
available from the A. M. A. Public Relations De- 
partment. 
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COUNCIL ON MEDICAL SERVICE 


HOUSING AS A BASIC NEED OF SENIOR CITIZENS 
Edna E. Nicholson, Chicago 


This is the 10th of a series of papers on various aspects of aging. Each paper has been pre- 
pared for the Committee on Aging by an authority in the field. When completed, the series will 


be published in booklet form. 


The number of “senior citizens” in the United 
States has been increasing steadily for many years. 
It is only recently, however, that the results of this 
increase have been felt with sufficient force to gain 
wide public attention. Now, with comparative sud- 
denness, the extent of the changes that have oc- 
curred in the population and their implications for 
the future are being recognized. The pressure of 
the large number of elderly people in need of physi- 
cal care and financial assistance is being felt not 
only by the older people and their families; it is en- 
countered almost daily by doctors, hospitals, public 
health and welfare organizations, and by the tax- 
payers throughout the country who must pay a 
substantial part of the increasing cost of maintain- 
ing public assistance programs and institutions for 
the support and care of older people. 

The time has passed when special emphasis was 
needed to make professional groups and the public 
aware of the importance of the problems of older 
people. Almost everyone has encountered these 
problems as they affect his own family or his close 
friends, as well as in their broader aspects. The air 
is filled with demands for action to improve the 
situation and with proposals of many kinds for 
solving the problems. This widespread and active 
interest and the accompanying demands for action 
are encouraging developments. They present cer- 
tain hazards, however, with respect to the possi- 
bilities for assessing the problems accurately and 
evolving effective methods for their solution. 

The demands for action now are far ahead of 
tested knowledge of what to do and how to do it, 
and many new projects are coming into existence. 
Entire housing developments for older people, “re- 
tirement villages,’ apartment houses for the aged, 
old peoples’ homes, rest homes, boarding homes, 
foster homes, nursing homes, and “geriatric hos- 
pitals’ are being advocated, and some are being 
constructed. Because the need to provide care for 
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large numbers of older people is still a new prob- 
lem and there is comparatively little tested experi- 
ence to serve as a guide, most of the proposals now 
being considered are based necessarily on theory. 
The good ones are grounded in theories developed 
through painstaking study of experience in closely 
related fields, of reliable and comprehensive data 
on the characteristics of the people who need the 
services and, specifically, what it is that they need, 
and of full information about what already is being 
done by professional personnel and health and wel- 
fare organizations and through critical evaluation 
of the data and logical thinking leading to the con- 
clusions. 

There are some proposals, however, that seem to 
have resulted entirely from wishful thinking and 
pure imagination unrestrained by any familiarity 
with known facts or any real understanding of the 
characteristics and requirements of the older peo- 
ple concerned. Under these circumstances, it is 
especially important that medical society commit- 
tees and other leaders in community service who 
have responsibility for evaluating the various pro- 
posals examine them critically in the light of the 
best information available. A considerable amount 
of such information is available, some of it in pub- 
lished form.' For obvious reasons, very little of this 
data can be included here. There are some consid- 
erations, however, that can be discussed briefly, as 
they may shed some light on the kinds of housing 
facilities that are best suited to the requirements 
of older people and that appear reasonable in rela- 
tion to the possibilities for financing and maintain- 
ing them. 

The first of these considerations is that older 
people should remain independent, active, integral 
parts of normal community life as long as possible. 
People who are in good health and who are fully 
able to manage their own lives with complete inde- 
pendence should do so, whether or not they happen 
to have passed the age of 65 or 70 or 75 years. Older 
people, like those of any other age, want to choose 
their own living arrangements and usually they 
greatly prefer to remain in the homes and neigh- 
borhoods where they have been living and where 
they have friends, relatives, and familiar surround- 
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ings. Comparatively tew people have any desire to 
leave their own neighborhoods and move to special 
“colonies” or “projects” inhabited exclusively by 
people their own age. This is just as true of older 
people as of others, and most of them are not will- 
ing to make such a move unless there is a com- 
pelling reason for it, usually failing health and fear 
of the future. Many doctors know, from difficult 
experiences with their elderly patients, the tenacity 
with which older people may cling to their inde- 
pendence and to their own homes even after illness 
and infirmities have progressed far beyond the 
point where it seems to others reasonable or safe 
for them to do so. 

In addition to the preferences of the older peo- 
ple, the question of community and governmental 
responsibility for financing and maintaining special 
facilities for particular groups of people merits 
consideration. No one seriously questions the need 
and the justification for supporting, through volun- 
tary philanthropy and/or taxes, special facilities for 
care of people who are not able to take care of 
themselves. There seems good reason, however, to 
question critically whether the self-supporting peo- 
ple in the community should be expected to con- 
tribute to the support of special housing or other 
facilities for people—old or young—who are fully 
able to live side-by-side with everyone else in the 
same houses and apartments that are available to 
others. 


Housing for Those in Good Health 


At least 75 to 80% of all persons 65 years of age 
and over, in the United States, are entirely able to 
live independently in ordinary houses and apart- 
ments throughout the community. It is true, of 
course, that as people grow older the size of the 
family tends to decrease and smaller houses and 
apartments are desirable. Children grow up and 
leave home. A husband or wife may die, leaving 
the partner widowed and alone. The large house or 
apartment needed when the children were at home 
and all the members of the family were younger 
and more active may become a burden that should 
be sacrificed in favor of a smaller unit that can be 
maintained with less physical effort and at less 
cost financially. Ranch houses, first floor apart- 
ments, or units in elevator buildings may be pre- 
ferred so there will be no stairs to climb and it will 
be easier to get out-of-doors. If a member of the 
family must use crutches or a wheel chair, wide 
halls and doorways will be desirable. Such satety 
devices as nonskid surfaces on floors and grip-bars 
in bathrooms may be advised. 

The desirability of small housing units and of 
safety features like these has been cited as a reason 
for special housing projects exclusively for older 
people who are in good health. A brief examina- 
tion of the housing needs of others in the popula- 
tion, however, casts doubt upon the validity of this 
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conclusion. The need for small housing units easily 
maintained and available at reasonable cost is felt 
by young people just beginning their adult life as 
well as by the older people. Particularly in cities, 
there are employed women, not yet married, who 
want homes of their own but have limited funds 
and not much time to take care of them. They 
usually must manage with small kitchenette apart- 
ments or find roommates for companionship and to 
share the expense of larger places. Similarly, the 
elderly widow may have to manage with a small 
kitchenette apartment or find a roommate to offer 
companionship and share the expense of a larger 
place. The young, recently married couple whose 
children have not yet arrived and who have not 
reached the peak of their earning capacity need 
housing accommodations of about the same size 
and cost as the older couple whose children are 
gone and whose income has passed its peak. Even 
with respect to such features as first-floor apart- 
ments, nonskid floor surfaces, wide hallways, and 
grip-bars in the bathrooms, older people have no 
monopoly on the need. The mother of voung chil- 
dren who must run from one part of the house to 
another innumerable times a day also finds stairs 
exhausting. Baby buggies need about the same 
amount of space in the halls and doorways as 
wheel chairs. Even the grip-bar near the bathtub 
may be as useful to the younger family as to older 
people. Little children sometimes slip in bathtubs 
and are drowned just as older people may fall and 
break their hips. 

Good housing suited to the needs of the entire 
population will meet the requirements of healthy 
people past the age of 65 along with those of every- 
one else, and it is not necessary, nor is it desirable, 
to segregate into special “colonies” or “projects” 
older people whose heaith is good and who are 
fully capable of remaining independent and taking 
care of themselves. 


Housing for Those in Failing Health 


The need for special housing for older people 
arises when illness and infirmity have impaired 
their ability to maintain homes of their own. Such 
impairments characteristically develop slowly, and 
in many instances it is difficult to determine at just 
what point the elderly lady’s arteriosclerosis, hvper- 
tension, heart disease, diabetes, or hearing loss is 
causing sufficient handicap to necessitate surrend- 
ering her own home and moving into special ac- 
commodations. 

For many people, probably the majority, this 
point comes long betore they are bedridden and 
long before they should be labeled “sick and in- 
curable”—if, indeed, such labels ever are justified. 
These older people are, in fact, ill in varying de- 
grees and their conditions are incurable, but thev 
still are able to do many things for themselves and 
for others and they should be encouraged and 
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helped to continue living as normal lives as possi- 
ble. Frequently, these people are described as “in 
good health for their age” or as “well old people 
who need care.” They are ambulant and can come 
and go with reasonable freedom as long as they 
stay within their limitations, but they are not able 
to do the washing, scrubbing, shopping, and other 
work necessary to maintain a home, and they can- 
not safely live alone in a hotel or rooming house 
because their mental processes have slowed, and 
they are forgetful, or there is danger that they may 
become ill during the night and require help that 
is not readily available. 

It is an unpleasant but important reality that for 
all of these people the course is downhill. Some will 
have acute episodes and reach the end quickly. 
For others there will be very gradually increasing 
infirmity for months or years. Some will suffer 
cerebral vascular accidents and be left alive but 
paralyzed and in need of large amounts of care to 
rehabilitate them to whatever degree may be possi- 
ble and to provide such care and attention as they 
need to prevent further disabilities and make their 
remaining days as comfortable and _ satisfying as 
possible. 

The group of “senior citizens’ who need special 
housing facilities includes people in all of these 
stages of disability. Many of them are “in good 
health for their age” and need little more than 
someone to maintain a home for them and to be 
available in case help should be required. Others 
need more assistance. Some are almost completely 
disabled and require constant nursing care. All of 
them, however, desperately need places to live 
where they can have a real feeling of “home,” 
where they can be encouraged and helped to use 
all the capacities they still have, and where they 
can live as nearly normally as possible. And all of 
them need, in addition to four walls and a roof, 
some degree of protection and help. 

It is important in planning any special facilities 
for the housing of older people to keep these facts 
in mind. In many instances, in efforts to avoid or 
postpone the facing of the unpleasant reality, pro- 
posals are made for the establishment of separate 
facilities exclusively for the people who still are in 
the early phases and require only minimum serv- 
ices. The explanation usually given is that these 
people are “well” and the others are “sick” and that 
having sick people in the facilities where the “well” 
people are living would be depressing and would 
make a true home impossible. These assumptions 
are not supported by experience, however. With 
the proper intent and reasonable effort, it is en- 
tirely possible to give good care to those who are 
infirm or badly disabled and still maintain home- 
like surroundings. It may be emphasized, also, that 
in many respects it is the people who are most 
severely disabled who are most in need of the 
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comfort and security of a truly homelike atmos- 
phere. The better the individual’s health, the 
greater are his opportunities to find satisfactions 
in other ways, and it is a tragic mistake to assume 
that the only people for whom a homelike atmos- 
phere is important are those who are still in com- 
paratively good health. 

The assumption that the “well” people will find 
it depressing if they are housed in the same facili- 
ties that provide services for those who require 
more care also fails to find support in actual ex- 
perience. One of the strongest influences in bring- 
ing older people out of their own homes to enter 
any special housing arrangement is fear of what 
may happen when they no longer can take care of 
themselves. They are seeking the security of know- 
ing that, as they become increasingly infirm, some- 
one they can trust will be there to care for them. 
This is their primary need, and, whether or not they 
face it openly, it is fundamentally the thing they 
are seeking. Obviously, it is not desirable nor is 
there any necessity to ask the elderly lady who still 
is in fair health to move into the same room with a 
patient who has extensive paralysis and is inconti- 
nent. There is no reason why the people who are 
ambulant and fairly self-sufficient should not be 
housed in one wing or on one floor of the building 
while those with greater infirmities are in other 
sections. At the point when the elderly person must 
leave his own home and go to any special facility, 
however, he should be going to a place that can 
become his home for the remainder of his life and 
where he can stay as his infirmities increase and 
more care is required. 


Importance of Home Atmosphere 


As health declines and physical independence is 
lost, any change tends to be contemplated with 
increasing fear and resistance by the patient. One 
of the most painful experiences in life comes at the 
point when one must give up his own home and the 
independence and status that go with it and go to 
live in a place where others make the decisions 
that control his way of living. This is true even 
when the move is to the home of a son or daughter. 
It may hold even greater fear and sorrow if the 
elderly person is going to live among strangers in 
a special accommodation for old people. If he is 
fortunate enough to move into good surroundings 
with kind and understanding people in control, he 
may come through the ordeal with a minimum of 
suffering and gradually may develop confidence 
and some feeling of security in his new surround- 
ings and in the people who control them. This will 
be difficult or impossible, however, if he does not 
have real stability in his new home, especially the 
security of knowing that as his infirmities increase 
there will be someone whom he can trust to care 
for him. 
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This is a compelling argument for seeing the 
patient's total problem and for developing facilities 
that will be prepared to care for him not only dur- 
ing the temporary period while he needs very little 
service but also as his requirements increase. Any 
facility designed for housing and care of older 
people should be prepared to continue providing 
the necessary care as its residents grow older and 
more infirm. Special facilities operated exclusively 
for so-called well old people who are ambulant 
and comparatively self-sufficient are not desirable. 
The requirements of older people are not static, 
and a chain of separate facilities, each of which 
offers care only at one particular stage of the pa- 
tient’s infirmity, represents a harsh solution from 
the patient’s point of view and a form of organiza- 
tion of institutions and agencies that is unneces- 
sarily expensive and almost unworkable from the 
point of view of good administration and good 
organization of community services. 

For roughly two-thirds of the older people who 
have reached the point where they no longer can 
maintain their own homes without help, the prob- 
lem is met within their own resources and by their 
families and friends. In only about one-third of the 
cases is there a need for special facilities main- 
tained by the community. The difficulties and an- 
novance encountered when a family fails to accept 
its responsibility for care of an elderly person some- 
times are so great that they obscure the many 
instances in which families are taking full responsi- 
bility and are discharging it with generosity and 
kindness far beyond anything that reasonably 
might be expected from them. 

Even with only about one-third of these older 
people dependent upon facilities maintained by 
the community, however, the number is large. 
There are approximately a million people in this 
group in the United States at the present time and 
the average community needs about 5 beds per 
1,000 population to house and care for them. The 
special facilities maintained by the community for 
housing and care of its “senior citizens” should be 
homes in the best sense of the term and should be 
so constructed and operated that they encourage 
and help the older people to maintain as active and 
normal lives as possible. This is true for the elderly 
people who are ill, infirm, and in need of large 
amounts of care as well as those who still are 
ambulant and fairly self-sufficient. The missing link 
in the chain of facilities for care of the aged and 
for care of the sick and handicapped, in general, is 
not a facility for the diagnosis and specialized treat- 
ment of illness or injury. General hospitals are pro- 
viding these facilities for older people along with 
everyone else and they should continue to do so. 
The lack is in homes for people who have continu- 
ing infirmities and illness, who require good care 
in varying amounts but do not need the highly 
specialized equipment, personnel, and routines of 
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general hospital wards, who are not able to main- 
tain homes of their own, and who do not have 
families and friends with whom they can, and want 
to, live and receive care. 

The character of these facilities should be under- 
stood clearly as that of a home. They should not 
attempt to become junior-grade hospitals and they 
should not be permitted to do so. The need for 
them arises from the fact that the residents cannot 
continue to maintain their own homes and do not 
have satisfactory homes available with their families 
or friends. They must, therefore, look to philan- 
thropic organizations or governmental units to es- 
tablish and operate facilities that will offer them 
the best possible substitutes for good homes of their 
own. 

Essentially, these are substitutes for the patients’ 
own independent homes and the relationship be- 
tween these facilities and general hospital units 
should be essentially the same as between other 
people's homes and the hospital. The facilities may 
be—and it is highly desirable that many of them 
should be—operated as units of general hospitals 
on the same grounds, under the same administra- 
tion, and with cooperative use of staff and equip- 
ment with the general hospital wards. The 
furnishings, staff, and atmosphere in these units, 
however, still should be, and can be, consistent 
with a home rather than the highly organized 
routines of the general hospital wards. 

Any special facilities for housing and care of 
older people should include provisions for good 
and consistent medical attention and health super- 
vision for all residents as well as good nursing 
services. If the facilities are not an integral part of 
a general hospital, they should be so located and 
administered that the services of a good general 
hospital are easily and promptly accessible. People 
who are living in facilities of this kind should be 
able to receive in them approximately the same 
kinds and amounts of care that other people receive 
with their families in their own homes and, like 
those who are living in individual homes, they 
should be taken to the hospital when specialized 
services are required. 


Summary 


“Senior citizens” should remain active and inde- 
pendent members of the general community as long 
as they are able to do so. Special housin® facilities 
are not needed nor are they desired by healthy 
older people who are fully able to live independent- 
ly and maintain their own homes. The need for spe- 
cial housing arises when the older person no longer 
is able to maintain his own home and live with com- 
plete independence. Many of these people are in 
“reasonably good health for their age” and require 
only minimum care. For all of them, however, the 
course will be downhill and increasing amounts of 
care will be required as time goes on. The break 
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away from his own home is extremely difficult, and 
when it must be made, the individual should be 
able to go to another place where he can stay as 
long as he needs a home anywhere. Consequently, 
special housing projects and institutions operated 
exclusively for elderly people who are ambulant 
and self-sufficient are not desirable. Any special 
facilities for older people should be prepared to 
continue meeting their needs as infirmity increases 
and more care is required. Even though all the 
people in need of this care have some degree of 
illness and infirmity, it is homes, not hospitals, that 
they need. The emphasis should be on a homelike 
atmosphere, with encouragement for every indi- 
vidual—even those with advanced infirmity—to live 
as active and normal a life as possible; at the same 
time good medical attention and nursing services 
should be provided in whatever amounts may be 
required, Finally, advancing age is a_ universal 
experience and the ultimate test of any proposal 
for new facilities for “senior citizens” is an honest 
appraisal of whether or not it will be adequate and 
acceptable for you and for me when our times 
come. 
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MEDICOLEGAL ABSTRACTS 


Expert Testimony: Right of Compensation Deputy 
to Order Claimant to Be Examined by Impartial 
Expert.—This was a petition for an increase in 
disability payments four years after an industrial 
accident. From the granting of an increase by the 
hearing deputy, the respondent appealed to the 
Essex County court, New Jersey. 

The petitioner sustained an industrial accident 
in 195] and as a result thereof the four fingers of 
his right hand were amputated. He was granted 
an award including 5% of total disability for a 
consequent neurosis. Four years later he filed this 
petition, contending that the consequent neurosis 
had increased. He produced the testimony of two 
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doctors, one of whom had testified at the original 
hearing that the disability due to neurosis at that 
time was 12'%%, Both doctors now testified that 
the disability had increased to 50%. The respondent 
called one doctor who had also testified in the 
original hearing, at which time he had estimated 
disability due to neurosis at 2'2%. In his opinion, 
it was still 242%. 

On the basis of this marked divergence between 
the findings and estimates of the opposing medical 
experts, the deputy felt that the evidence presented 
did not provide a basis upon which he could render 
a reasonable decision. He felt intellectually insecure 
as to the medical facts and therefore determined 
that the situation called for the expression of an 
opinion by an impartial, disinterested neuropsychia- 
trist based on a complete neuropsychiatric exam- 
ination of the petitioner. He therefore selected a 
neuropsychiatrist recommended by the medical 
director of the division of workmen’s compensation 
and requested both parties to have the petitioner 
examined by him. The testimony of this expert was 
taken later and both petitioner and respondent 
given the opportunity to cross-examine him. His 
testimony was considered by the deputy and an 
award made in the amount of 25%. The respondent 
objected vehemently and refused to cross-examine. 
It contended that the deputy had no authority 
to direct the petitioner to be examined by an expert 
selected by the deputy without the consent of, and 
over the objection of, the respondent. 

The court held that it was within the power ot 
the deputy to choose his own expert, have him 
examine the petitioner, and call him to testify. If 
the judge suspects the “expertness” or the honesty 
of the experts on both sides, continued the court, 
what is he to do? Or where, as here, the judge does 
not doubt their expertness, and has no basis upon 
which to discount their credibility but the testi- 
mony is as far apart as it was here, what is he 
to do? It is sometimes said that in evaluating the 
credibility of a witness, the trier of fact may take 
into consideration the inherent probability of his 
testimony tested by common human experience, 
the surrounding circumstances, the demeanor of the 
witness, his manner of testifying, etc. These are of 
little or no use in evaluating the credibility of an 
expert. The deputy well stated his dilemma when 
he said, “the medical testimony . .. was so divergent 
that I, as a layman, was unable to determine where 
the medical fact lay.” In short, when the experts 
are as far apart as these, what means does the trier 
of fact have to decide which expert's testimony to 
accept? 

The court concluded that the deputy did just 
what he was entitled to do and it affirmed the 
deputy’s findings. Polulich v. J. G. Schmidt Tool and 
Die and Stamping Co., 134 A (2) 29 (New Jersey, 
1957). 
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MEDICAL NEWS 


FLORIDA 


Appoint Director of Surgery Department.—Dr. Ed- 
ward R. Woodward has been appointed professor 
and head of the department of surgery at the Uni- 
versity of Florida College of Medicine, Gainesville. 
He is former associate professor of surgery, Univer- 
sity of California at Los Angeles. In 1953 he was 
appointed to the faculty of the University of Cali- 
fornia. Medical Center. During this time he 
continued his work as a Markle scholar in medical 
sciences. As professor of surgery at the University 
of Florida College of Medicine and surgeon-in-chiet 
of the Teaching Hospital, Dr. Woodward will set 
up the curriculum for third and fourth-year medical 
students, and the intern and residency program for 
the hospital. Dr. Woodward is a diplomate of the 
American Board of Surgery, a fellow of the Ameri- 
can College of Surgeons, and a member of the So- 
ciety of University Surgeons. He was appointed 
recently to the Advisory Committee on Personnel 
for Research of the American Cancer Society. 


ILLINOIS 


Lecture on Childhood Emotional Problems.—The 
second lecture in the eighth annual North Shore 
Hospital lecture series on emotional problems of 
childhood will be given Nov. 6 by Dr. Julius B. 
Richmond, chairman, department of pediatrics, 
State University of New York College of Medicine, 
Syracuse. Dr. Richmond's subject is “Management 
of Eating, Sleep, and Rhythmic Habits.” 


Chicago 

University News.—A. k. Saha, professor of surgery, 
Nilratan Sircar Medical College, Calcutta, India, and 
Hunterian Professor of the Royal College of Sur- 
geons of England, F. R. C. S., was a guest of the 
department of orthopedic surgery, Northwestern 
University Medical School, recently. He described 
his technique and showed his movie, “Management 
of Unilateral Flail Lower Extremity by Abdominal 
Muscle Transference—Post-Poliomyelitic.” 


Hospitals Merge.—The consolidation of the Presby- 
terian and St. Luke’s Hospital, will provide at one 
location on the West Side a modern, well-equipped 
hospital of 1000 beds, a professional building tor 
staff doctors, an expanded outpatient clinic, a schoo] 
of nursing, and a ¢ devoted to 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


laboratories for research and service. Plans also call 
for a new apartment building for personnel and re- 
modeling of present Presbyterian Hospital build- 
ings. These buildings and services will be in close 
proximity to the University of Illinois College of 
Medicine, with which the hospital has strong teach- 
ing ties. 


Annual Fraternity Lecture.—The ninth annual lec- 
tureship of the Phi Delta Epsilon Fraternity, spon- 
sored jointly by the chapters at the Chicago Medical 
School, Northwestern University, and the Univer- 
sitv of Illinois, and by the Chicago Graduate Club, 
will be presented by Dr. Richard J. Blandau, 

University of Washington School of Medicine, 

Seattle. Lecture topics and schedule are as follows: 

Ovulation and egg transport in the mammal, Nov. 4, 1 p. m., 
Chicago Medical School, Kling Auditorium, Mt. Sinai 
Hospital. 

Recent observations on orientation and implantation of the 
mammalian egg, Nov. 5, 4 p. m., Thorne Hall, North- 
western University Medical School. 

Fertilization phenomena in the mammal, Nov. 6, ly 
Room 221 DMP Building, University of Illinois College 
of Medicine. 


Research Program on Traffic Accidents.—A three- 
vear research program to obtain information on the 
nature and causes of traffic accidents has been 
launched at Northwestern University’s Traffic In- 
stitute. The project is financed by grants from the 
Automotive Safety Foundation and the federal gov- 
ernment. Grants totaling $105,000 have been re- 
ceived to finance the project's first vear. Cost of the 
program over the three-vear period will be about 
$350,000. A mobile three-man team consisting of a 
medical scientist, an engineering scientist, and 
social scientist will be employed to investigate 
traffic accidents under a wide variety of road, 
traffic, lighting, and vehicle conditions. 

Personnel are being recruited for the interdisci- 
plinary team, and applications for the position of 
medical scientist are invited. For information write 
Dr. Edward S. Petersen, Northwestern University 
Medical School, Room 492 Ward Building, 303 E. 
Chicago Ave., Chicago. 


KANSAS 


Hertzler Memorial Symposium.—The first annual 
Hertzler memorial symposium, sponsored by the 
Hertzler Clinic and the Hertzler Research Founda- 
tion, will be held Nov. 2 at the Training School 
Auditorium, Halstead. The subject will be “Thyroid 
Disease,” and the program includes the following 


topics and speakers: 
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Pathology of Thyroid Disease, Dr. C. A. Hellwig, Halstead. 

Physiology of Thyroid Disease and Pharmacology of Treat- 
ment, Dr. Arthur Grollman, Southwestern Medical School 
of the University of Texas, Dallas. 

Clinical Aspects of Thyroid Diseases, Dr. Edward H. Hash- 
inger, University of Kansas School of Medicine, Kansas 
City. 

Thyroid Disease in Children, Dr. George Clayton, Baylor 
University College of Medicine, Houston, Texas. 

Surgical Aspects of Thyroid Disease, Dr. V. E. Chesky, 
Halstead. 

Use of Isotopes in Thyroid Disease, Dr. E. N. McCusker, 
Halstead, and D. L. Tabern, Ph.D., Abbott Laboratories. 
A panel discussion on thyroid disease will be 

moderated by Dr. Homer Hiebert, Topeka. 


Dedicate Medical Library Building.—The new 
$520,000 library building at the University of Kan- 
sas School of Medicine in Kansas City, Kan., was 
dedicated Sept. 13, and named “Clendening Medi- 
cal Library,” to honor the late Dr. Logan Clenden- 


New Library building at University of Kansas School of 
Medicine, Kansas City. 


ing, founder of the school’s history of medicine 
department and library. Prior to his death 12 years 
ago, Dr. Clendening had been on the faculty of the 
medical school for 30 vears. The dedication speaker 
was Col. Frank B. Rogers, M. C., U. S. Army, direc- 
tor of the National Library of Medicine, Washing- 
ton, D. C. The four-level air-conditioned structure 
with 27,000 square feet of space, is built to house 
120,000 volumes in the general librarv and to ac- 
commodate 180 readers. 


MISSISSIPPI 

Symposium on Tranquilizing Drugs.—The depart- 
ment of psychiatry, University of Mississippi School 
of Medicine, and the Mental Health Committee ot 
the Mississippi State Medical Association will hold 
a one-day symposium on “Tranquilizing Drugs” at 
the University Medical Center, Jackson, Nov. 6. 
Discussants will be Dr. Ralph Gerard, chairman, 
National Advisory Committee to the Psychopharma- 
cology Service Center, U. S$. Public Health Service; 
Dr. James G. Miller, chief, Mental Health Research 
Institute, University of Michigan School of Medi- 
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cine, Ann Arbor; and Dr. Raymond W. Waggoner, 
chairman, department of psychiatry, University of 
Michigan School of Medicine. Attendance will be 
acknowledged for four hours category I credit by 
the American Academy of General Practice. 


NEW JERSEY 


Jersey City Alumni Association.—The 10th annual 
program of the Jersey City Medical Alumni Associ- 
ation will be held in conjunction with the 50th 
anniversary of the School of Nursing, Nov. 8-9. The 
program includes symposiums on basic sciences and 
a general topic, “Recent Advances in Cardiovascular 
Diseases.” Dr. Paul Dudley White, Boston, will be 
guest speaker at the banquet, Nov. 8. A dance will 
be held Nov. 9. For information write Dr. Samuel 
Cohen, Secretary, 100 Clifton Place, Jersey City, N. J. 


Personal.—Oskar Wintersteiner, Ph.D., director, Di- 
vision of Organic Chemistry, Squibb Institute for 
Medical Research, New Brunswick, has been ap- 
pointed a member of the Board of Scientific Coun- 
selors of the National Institute of Arthritis and 
Metabolic Diseases of the U.S. Public Health Serv- 
ice in Bethesda, Md. Dr. Wintersteiner, an honorary 
professor of biochemistry at Rutgers University, is 
a member of the editorial board of the Journal of 
Biological Chemistry. 


NEW YORK 

Name Chairman of Ophthalmology Department.— 
Dr. James L. McGraw, Syracuse, has been ap- 
pointed professor and chairman of the department 
of ophthalmology, State University College of Medi- 
cine in Syracuse, succeeding Dr. Franklin R. Web- 
ster, who has been department chairman since 1954. 
Dr. McGraw has been associated with the depart- 
ment since 1947. He is a former president of the 
Central New York Eve, Ear, Nose and Throat So- 
ciety, and the Onondaga county and state medical 
societies, and is a fellow of the American Academy 
of Ophthalmology and Otolaryngology. 


VIRGINIA 

State Society Meets in Washington, D. C.—The 
110th meeting of the Medical Society of Virginia 
will be held Oct. 27-30 at the Hotel Shoreham, 
Washington, D. C. Addresses will be presented by 
Dr. James D. Hagood, president of the society, and 
by Joseph C. Robert, president, Hampden-Sydney 
College, Hampden-Sydney. Guest speakers include 
Col. Thomas W. Mattingly, M.C., Washington, 
D. C.; Drs. John H. Talbott, New York City; Owen 
Gwanthmey, Washington, D. C.; Paul O. Klingen- 
smith, Philadelphia; R. Arnold Griswold, Louisville, 
Ky.; and Dr. Leo H. Bartemeier, Baltimore; Repre- 
sentative Kenneth A. Roberts (Alabama), Wash- 
ington, D. C.; and Mr. John J. Agnew, Washington. 
The program includes a symposium on obstetrics 
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and gynecology and the following panel discussions: 
selected maternal deaths occurring in Virginia in 
1956, prevention of automobile injuries and deaths; 
and religion and medicine. Entertainment includes 
a banquet Oct. 29. Technical exhibits are planned. 
For information write Mr. R. I. Howard, 1105 W. 
Franklin St., Richmond 20, Va. 


GENERAL 


Industrial Hygiene Meeting.—The 22nd annual 
meeting of the Industrial Hygiene Foundation will 
be held at the Mellon Institute, Pittsburgh, Oct. 
30-31. Medical, legal, engineering, chemical-toxico- 
logical, and management conferences will be held. 
Symposiums on advances in chemotherapy and on 
odors are planned. Two panel discussions are ar- 
ranged: new socio-medical concepts involving in- 
dustry, with Jacob J. Blair, professor of industry, 
University of Pittsburgh, moderator; and the func- 
tions of industrial relations departments pertaining 
to workmen’s compensation, with James L. Hill as 
moderator. Gen. Matthew B. Ridgway, chairman, 
board of trustees, Mellon Institute, will present an 
address Oct. 31. For information write the Industrial 
Hygiene Foundation, 4400 Fifth Ave., Pittsburgh 13. 


Surgeons Meeting in Honolulu.—The seventh con- 
gress of the Pan-Pacific Surgical Association will be 
held Nov. 14-22 at the Hawaiian Village Hotel, 
Honolulu. Dr. Arthur W. Allen, president of the 
association, will present an address Nov. 14. A field 
trip will be made to Hale Mohalu Hospital. The 
program includes the following symposiums: ampu- 
tations, artificial bladders, back ache in industry, 
carcinoma of the breast, lesions of the colon, and 
noise in industry. Presentations will be made by 
speakers from Viet Nam, Mexico, Canada, Australia, 
Burma, Cuba, England, Japan, New Zealand, Singa- 
pore, the Philippines, Taiwan, India, Hong Kong, 
Tasmania, and the United States. A total of 23 films 
are scheduled. Entertainment includes the gover- 
nor’s reception Nov. 19 and a visit to the Bishop 
Museum. A special ladies’ program is arranged. For 
information write Dr. John P. Frazer, 1133 Punch- 
bow! St., Honolulu, Hawaii. 


Plastic Surgeons Meeting in San Francisco.—The 
26th annual meeting of the American Society of 
Plastic and Reconstructive Surgery will be held 
Nov. 3-8 at the Fairmont Hotel, San Francisco. The 
presidential address, “Residency Training in Plastic 
Surgery,” will be given by Dr. S. Milton Dupertuis. 
Seventy-one papers are scheduled for presentation. 
Mr. Nils Andersen, director general, Tourist Bu- 
reau, Copenhagen, will present “The European 
Traveler, 1958” at the president’s banquet Nov. 7. 
Thirteen medical films will be presented. Dr. Kaj. 
Homstrand, Stockholm, Sweden, will present his 
senior award-winning essay (1956), “Biophysical 
Investigations of Bone Transplants and Bone Im- 
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plants,” and Dr. F. S. Hoffmeister, Buffalo, N. Y., 
will present his junior award-winning essay, “Study 
of Circulation in Flaps,” the morning of Nov. 5. 
Exhibits are planned. Entertainment includes the 
society dinner, Nov. 4. For information write Dr. 
Kenneth Pickrell, General Secretary, American So- 
ciety of Plastic and Reconstructive Surgery, Duke 
University Hospital, Durham, N. C. 


Omaha Mid-West Clinical Meeting.—The 25th an- 
nual assembly of the Omaha Mid-West Clinical 
Society will be held Nov. 4-7 at the Sheraton—Fonte- 
nelle Hotel, Omaha. Four panel discussions are 
planned as follows: pelvic injuries, problems of 
adolescence, clinical use and abuse of steroids, and 
cesarean sections. Luncheon question and answer 
periods and dinner discussion sessions are planned. 
The program includes the following guest speakers: 
Drs. Kenneth E. Appel, Philadelphia; Alvin L. Bar- 
ach, New York City; Clyde G. Culbertson, Indi- 
anapolis; James G. Hughes, Memphis; Victor F. 
Marshall, New York City; John H. Moe, Minneap- 
olis; Carl A. Moyer, St. Louis; G. O'Neill Proud, 
Kansas City, Kan.; Hyrum R. Reichmann, Salt Lake 
City; Herbert E. Schmitz, Chicago; Dr. Eric Wol- 
laeger, Minneapolis, and Col. John P. Stapp, M.C., 
Holloman Air Force Base, New Mexico. Scientific 
motion pictures will be presented daily. Scientific 
and technical exhibits are scheduled. For inftorma- 
tion write the Omaha Mid-West Clinical Society, 
1031 Medical Arts Building, Omaha 2. 


Conference on Electrical Techniques in Medicine.— 
The LOth annual conference on electrical techniques 
in medicine and biology will be held Nov, 6-8 at 
the Sheraton—Plaza Hotel, Boston. The purpose of 
this conference is to bring together electrical engi- 
neers, physicians, biologists, electronic instrumentol- 
ogists, radiation physicists, physiologists, and others 
to discuss electrical and electronic techniques in 
biology and medicine and to arrange symposiums 
on current problems. The conference is sponsored 
by the Instrument Society of America, the American 
Institute of Electrical Engineers, the Boston Chap- 
ter of the Professional Group on Medical Electronics 
of the Institute of Radio Engineers, and the Medical 
Physics Group of Boston. Themes for the discussion 
session include the following: “Instrumentation for 
Circulation Research” and “Membrane Potentials 
and lonic Transfer Phenomena.” Two panel discus- 
sions are planned: Problems in Sensory Perception 
and Replacement, with Mr. Wallace E. Frank, 
Franklin Institute, Philadelphia, as chairman, and 
Education and Research in Biophysical Engineer- 
ing, with Mr. Graham Du Shane, Washington, 
D. C., as chairman. Tours and field trips are 
planned. Registration fee is $6. For information 
write Dr. Duncan A. Holaday, Conference Chair- 
man, Columbia University College of Physicians 
and Surgeons, New York 32. 
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Prevalence of Poliomyelitis—According to the Na- 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 

Sept. 28, 1957 Sept. 29, 
—A— 1956 
Paralytie Total Total 

Ty} Cases Causes 


Area 
New England States 


Middle Atlantic States 
East North Central States 
West North Central States 
South Atlantic States 
East South Central States 
West South Central States 
Mountain States 
Pacific States 
Territories and Possessions 
106 232 656 


Personal.—Dr. Harold B. Houser, assistant professor 
of medicine, New York State University College of 
Medicine, Syracuse, has returned after a four-week 
study of an Asian flu epidemic in Chile. Other 
members of the team were Dr. Fred Davenport, 
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Dr. Albert Hennessy, and Ward Peterson, of the 
University of Michigan, and Dr. Willard Schmidt, 
of Western Reserve University. 


Society News.—At its annual meeting the American 
Ophthalmological Society elected the following off- 
cers for the coming year: president, Dr. Walter S. 
Atkinson, Watertown, N. Y.; vice-president, Dr. 
Derrick Vail, Chicago; secretary-treasurer, Dr. May- 
nard C. Wheeler, New York; editor, Dr. Gordon M. 
Bruce, New York.——At the recent annual meeting 
of the Rocky Mountain Radiological Society, new 
officers for 1958 were elected as follows: Drs. Angus 
K. Wilson, president, Salt Lake City, Utah; George 
A. Unfug, president-elect, Pueblo, Colo.; John W. 
Walker, first vice-president, Kansas City, Mo.; Jack 
W. Grossman, second vice-president, Albuquerque, 
N. M.; John H. Freed, secretary-treas., 4200 E. 
Ninth Ave., Denver 20; H. Milton Berg, historian, 
Bismarck, N. D. The meeting dates for next year 
are August 14, 15, and 16, 1958. The meeting will 
be held at the Shirlev-Savoy Hotel, Denver.—— 
Officers elected to serve in 1957-1958 in the Ameri- 
can Association of Obstetricians and Gynecologists 
are as follows: president, Drs. $. William Mengert, 
Chicago; president-elect, Joe Meigs, Boston, vice- 
president, J. Bay Jacobs, Washington, D. C.; secre- 
tarv, E. Stewart Taylor, Denver; assistant secretary, 
Clyde Randall, Buffalo; and treasurer, Harold 
Gainey, Kansas City, Mo. 


Fellowships for Natural Science Research.—The 

National Science Foundation announces that appli- 

cations are being accepted in four National Science 

Foundation fellowship programs for advanced study 

and research in the natural sciences: 

(1) A predoctoral fellowship program for which college 
seniors and graduate science students may apply; 

(2) A postdoctoral fellowship program for scientists who 
have already received the doctoral degree; 

(3) A senior postdoctoral fellowship program for candidates 
who have held the science doctorate for a minimum of 
five years; anc 

(4) A science faculty fellowship program for college teach- 
ers of science who wish to improve their competence 
as teachers. 

About 1,000 awards will be made in March, 1958. 
Fellowships are awarded to American citizens who 
have shown special aptitude in science and who will 
begin or continue their studies at the graduate or 
postdoctoral level. Fellowships will be awarded in 
the mathematical, physical, medical, biological, en- 
gineering, and other sciences. Predoctoral fellow- 
ship applicants are required to take the Graduate 
Record Examination. Final selection will be made 
by the National Science Foundation. Stipends vary 
from $1,600 to $3,800, depending on academic sta- 
tus. Senior postdoctoral fellows and science faculty 
fellows are awarded stipends to match as closely as 
feasible the regular salaries of the award recipients, 
up to a maximum of $10,000 per year. Travel allow- 


V 1é 
195 


Vol. 165, No. 8 


ance is usually available. Fellows may attend any 
accredited nonprofit institution of higher education 
in the U. S. or abroad. Applications may be ob- 
tained from the Fellowship Office, National Acad- 
emy of Sciences—National Research Council, 2101 
Constitution Avenue, N. W., Washington 25, D. C. 
Closing dates for receipt of applications are Dec. 
23, 1957, for postdoctoral applicants, and Jan. 3. 
1958, for graduate students working toward ad- 
vanced degrees in science. Applications for the 
senior postdoctoral and the science faculty fellow- 
ships may be obtained from the Division of Scien- 
tific Personnel and Education, National Science 
Foundation, Washington 25, D. C. Completed ma- 
terial must be received not later than Jan. 13, 1958. 


CORRECTION 


Meralgia Paresthetica.—In the Medical Literature 
Abstract entitled “Meralgia Paresthetica” which ap- 
peared in THE JourNAL, Sept. 21, page 293, lines 
12 and 13 in the right-hand column should have 
read “should be suspect” rather than “suspected.” 


EXAMINATIONS 
AND 
LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Arizona:* Examination and Reciprocity. Phoenix, Oct. 16-18. 
Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 

ArKANSAS:*® Examination and Reciprocity. Little Rock, Nov. 
7. Sec., Dr. Joe Verser, Harrisburg. 

CaALirorRNia: Written Examination. Sacramento, Oct. 21-24. 
Oral Examination. San Francisco, Nov. 16. Oral and 
Clinical for Foreign Graduates. San Francisco, Nov. 17. 
Sec., Dr. Louis E. Jones, 1020 N St., Sacramento 14. 

CoLorapo:* Examination. Denver, Dec. 3-4. Exec. Sec., Mrs. 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

Connecticut:® Examination. Hartford, Nov. 12-14.- Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 

De_tawareE: Examination. Dover, Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 

District oF CoLtumBiA:* Examination. Washington, Nov. 
12-13. Deputy Director, Mr. Paul Foley, 1740 Massachu- 
setts Ave., N.W., Washington, D. C. 

Froripa:® Examination. Miami, Nov. 24-26. Sec., Dr. 
Homer L. Pearson, 901 N.W. 17th St., Miami 36. 

Ipano: Examination and Reciprocity. Boise, Jan. 13-15. Ex. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

lowa:°® Examination. Des Moines, Dec. 2-4. Exec. Sec., 
Mr. Donald V. Saf, State Office Building, Des Moines 19. 

KENTUCKY: Examination. Louisville, Dec. 9-11. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Maine: Examination. Portland, Nov. 12-14. Reciprocity. 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 142 High 
St., Room 514, Portland. 

MaryLanp: Reciprocity. Baltimore, September. Examina- 
tion. Baltimore, Dec. 10-138. Sec., Dr. Frank K. Morris, 
1211 Cathedral St., Baltimore. 
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Massacuusetts: Examination. Boston, Jan. 14-17. Sec., Dr. 
Robert C. Cochrane, 37 State House, Boston. 

Minnesota:*® Examination and Reciprocity. Minneapolis, 
Oct. 15-17. Sec., Dr. F. H. Magney, 230 Lowry Medica! 
Arts Bldg., St. Paul 2. 

Mississtpet: Reciprocity. Jackson, December. Examination. 
Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Old Capi- 
tol, Jackson 113. 

NEBRASKA:*° Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Jersey: Examination. Trenton, Oct. 15-18. Sec., Dr. 

Patrick H. Corrigan, 28 W. State St., Trenton. 

New Mexico:* Examination and Reciprocity. Santa Fe, 
Nov. 18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pear! St., Albany 7. 

NortH Dakota: Examination. Grand Forks, Jan. 9-12. Reci- 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Oun10: Examination. Columbus, Dec. 17-19. Dr. H. M. 
Platter, 21 W. Broad St., Columbus 5. 

OKLAHOMA: Examination. Oklahoma City, Dec. 14-15. Sec., 
Dr. E. L. Lester, 813 Braniff Bldg., Oklahoma City. 

Orecon:*® Examination. Portland, January. Exec. Sec., Mr. 
Howard I. Bobbitt, 609 Failing Bldg., Portland. 

SoutH Carouina: Examination. Columbia, Dec. 10. Sec., 
Dr. H. E. Jarvey, Jr., 1329 Blanding St., Columbia. 

Soutu Dakota:*® Examination. Sioux Falls, Jan. 21-22. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Fails. 

Texas:° Examination and Reciprocity. Fort Worth, Dec. 
5-7. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Uran: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vircinia: Reciprocity. Richmond, Dec. 4. Examination. 
Richmond, Dec. 5-7. Address: Office of the Secretary, 
631 First St., S.W., Roanoke. 

WasHINGTON:*® Examination. Seattle, Jan. 13-15. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vircinia: Examination. Charleston, January. Sec., Dr. 
Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 

Wisconsin:° Reciprocity. Madison, Oct. 18. Examination. 
Madison, January. Sec., Dr. Thomas W. Tormey, Jr., 1140 
State Office Bldg., Madison. 

Avaska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Frankiin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Hawau: Examination. Honolulu, Jan. 13-14. Sec., Dr. 1. L. 
Tilden, 1020 Kapiolani St., Honolulu. 

Vircin IsLanps: Examination, St. Thomas, Nov. 13. Sec., 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


District oF CoLtumBIA: Examination. Washington, Oct. 21- 
22. Deputy Director, Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Washington, D. C. 

FLorwa: Examination. Gainesville, Nov. 9. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

New Mexico: Examination. Santa Fe, Oct. 20. Sec., Mrs. 
Marguerite Cantrell, Box 1522, Santa Fe. 

Soutn Dakota: Examination. Vermillion, Dec. 6-7. Sec., 
Dr. Gregg M. Evans, 310 E. 15th St., Yankton. 

Texas: Examination. Austin, Oct. 18-19. Chief Clerk, Miss 
Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Milwaukee, Dec. 7. Sec., Mr. 
William H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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DEATHS 


Moss, William Lorenzo * Athens, Ga.; born in 
Athens, Aug. 23, 1876; Johns Hopkins University 
School of Medicine, Baltimore, 1905; member of 
the Association of American Physicians, American 
Association for the Advancement of Science, Ameri- 
can Society for Clinical Investigation, American 
Academy of Arts and Sciences, American Society 
of Tropical Medicine, and Phi Beta Kappa; from 
1931 to 1934 dean and professor of preventive medi- 
cine at the University of Georgia Medical Depart- 
ment in Augusta; served on the medical faculties of 
his alma mater, Harvard and Yale universities; in 
1914-1915 internist at the State Institute for the 
Study of Malignant Diseases in Buffalo, N. Y.; in 
1916 was in charge of a Harvard expedition to Peru 
and in 1920 was a member of a Harvard commis- 
sion to the Dominican Republic; veteran of World 
War I; served as an associate examiner on the 
Boston Subsidiary Board of the National Board of 
Medical Examiners; received an honorary doctor of 
science degree from the University of Georgia in 
1928; known for his research in the fields of blood 
groupings and of tropical and hemorrhagic dis- 
eases; died Aug. 12, aged 80. 


Johnson, Hobart Clemens * \lankato, Minn.; born 
in Olsburg, Kan., March 11, 1897; University of 
Minnesota Medical School, Minneapolis, 1926; spe- 
cialist certified by the American Board of Ophthal- 
mology; member of the American Academy of 
Ophthalmology and Otolaryngology, Association 
for Research in Ophthalmology, World Medical 
Association, Royal Society of Tropical Medicine 
and Hygiene (England) and the Minnesota Acad- 
emy of Science; past-president and member of the 
council, Minnesota Academy of Ophthalmology; 
senior member of Pan-American Association of 
Ophthalmology; at one time a medical missionary 
in East Africa; member of the staffs of Immanuel 
Hospital and St. Joseph’s Hospital; for nine years 
served as a board member and member of the 
executive committee of the board, Gustavus Adol- 
phus College, St. Peter, where in 1957 he received 
the Greater Gustavus Award, an alumni citation; 
died in St. Mary’s Hospital, Duluth, July 23, aged 
60, of acute pulmonary edema and coronary throm- 
bosis. 


De Vighne, Harry Carlos, Santa Barbara, Calif.; 
born Sept. 3, 1875; Hahnemann Medical College of 
the Pacific, San Francisco, 1904; in 1907 went to 
Juneau, Alaska; served as commissioner of health 
in Alaska Territory, as secretary of the Alaska State 


*@ Indicates Member of the American Medical Association. 


Board of Medical Examiners, and as secretary of the 
Alaska Territorial Medical Association; an associate 
member of the American Medical Association and 
in 1926 member of its House of Delegates; member 
of the American Academy of General Practice; 
veteran of World War I; for seven years chief sur- 
geon of the Alaska Juneau Gold Mining Company; 
author of “Pole Star” and “The Time of My Life’; 
and “History of the Santa Barbara County Medical 
Society; affiliated with St. Francis Hospital and 
Santa Barbara Cottage Hospital, where he was an 
honorary staff member; died in Santa Barbara 
General Hospital Aug. 7, aged 81, of acute cardiac 
decompensation and chronic cor pulmonale. 


Morrish, Ray Sells ® Flint, Mich.; born in Flint in 
1888; University of Michigan Department of Medi- 
cine and Surgery, Ann Arbor, 1912; fellow of the 
International College of Surgeons; past-president 
of the Michigan State Medical Society; past-presi- 
dent and secretary of the Genesee County Medical 
Society; past-president of the Flint Academy of 
Surgery; for many years on the board and served 
as president of the Genesee County Historical So- 
ciety; served in civilian capacities during World 
War Il; veteran of World War I; on the staffs of 
the Hurley and St. Joseph hospitals; formerly an 
acting assistant surgeon for the Veterans Adminis- 
tration; died in the McLaren General Hospital Aug. 
13, aged 69. 


Hetzel, Clarence Charles * Ogden, Utah; State 
University of Iowa College of Medicine, Iowa City, 
1903; senior fellow of the American Academy of 
Ophthalmology and Otolaryngology; fellow of the 
Pan American Academy of Ophthalmology; veteran 
of World War I; since 1926 consultant and panel 
member, Bureau of Federal Employees, Civil Serv- 
ice, 1926-1927; active in founding and on the execu- 
tive board of Ogden area council, Boy Scouts of 
America; original staff member of the Thomas Dee 
Memorial Hospital; for many years member of the 
Ogden Rotary Club and the Ogden Chamber of 
Commerce; died Aug. 7, aged 80, of coronary 
thrombosis. 


Culligan, John Maurice * St. Paul; born in Yankton, 
S. D., Jan. 17, 1895; University of Minnesota Medi- 
cal School, Minneapolis, 1921; clinical assistant pro- 
fessor of surgery at his alma mater; member of 
the American Urological Association; fellow of the 
American College of Surgeons; in 1921 entered the 
Mayo Foundation, Rochester, Minn., as a fellow in 
medicine and later transferred to urology; past- 
president of the Ramsey County Medical Society 
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and St. Paul Surgical Society; associated with 
Ancker, Midway, Miller; and Children’s hospitals 
and St. Joseph’s Hospital, where he died Aug. 7, 
aged 62, of cerebral thrombosis. 


Cave, Linus Samuel, Syracuse, N. Y.; Syracuse Uni- 
versity College of Medicine, 1912; member of the 
Medical Society of the State of New York and the 
American Academy of Ophthalmology and Oto- 
laryngology; clinical professor emeritus of otolaryn- 
gology at his alma mater; specialist certified by the 
American Board of Otolaryngology; on the staffs of 
the City Hospital, St. Joseph Hospital, Syracuse 
Memorial Hospital, and Syracuse Psychiatric Hos- 
pital; died in Otisco Lake, Aug. 10, aged 68, of 
ruptured abdominal aneurysm. 


Clark, Lewis Duncan * Salem, Ore.; University of 
Oregon Medical School, Portland, 1937; specialist 
certified by the American Board of Pediatrics; mem- 
ber of the American Academy of Pediatrics; in- 
terned at St. Luke’s Hospital in Chicago; served a 
residency in pediatrics at the Children’s Memorial 
Hospital in Cleveland and the University of Oregon 
Medical School Hospitals and Clinics in Portland; 
on the staffs of the Salem Memorial and Salem 
General hospitals; died while fishing in Yaquina 
Bay at Newport Aug. 10, aged 45, of heart disease. 


Johnson, John Alexander * Olean, N. Y.; New York 
Homeopathic Medical College and Flower Hos- 
pital, New York City, 1910; specialist certified by 
the American Board of Pediatrics; member of the 
American Academy of Pediatrics; served in France 
during World War I; at various times health officer; 
appointed medical director of the public schools in 
Olean; affiliated with St. Francis Hospital and the 
Olean General Hospital, where he died Aug. 12. 
aged 71. 


Allen, Ralph Fred * Coral Gables, Fla.; Tulane 
University School of Medicine, New Orleans, 1935, 
specialist certified by the American Board of Proc- 
tology; member of the American Proctologic So- 
ciety and the Southeastern Surgical Congress; 
fellow of the International College of Surgeons; 
veteran of World War II; died in the Variety Chil- 
dren's Hospital Aug. 9, aged 46. 


Amos, William Harold, Yonkers, N. Y.; Boston Uni- 
versity School of Medicine, 1925; died in Valhalla 
Aug. 2, aged 58, of myocardial infarction. 


Beck, Frederick George * New Haven, Conn.; Yale 
University School of Medicine, New Haven, 1903; 
served on the staffs of St. Raphael's Hospital; died 
in Gabriels, N. Y., Aug. 23, aged 82. 


Brewster, Bert Marion * Jerseyville, Ll.; Washing- 
ton University School of Medicine, St. Louis, 1905; 
past-president of the Jersey County Medical So- 
ciety; Selective Service examiner for Jersey County 
during World War I and received a medal for his 
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volunteer work; associated with St. Joseph Hos- 
pital and the Alton Memorial Hospital, in Alton, 
and the Jersey Community Hospital; died Aug. 21, 
aged 75. 


Doyle, Joseph Lyman * Sigourney, lowa; Creighton 
University School of Medicine, Omaha, 1928; veter- 
an of World War II; on the staff of the Keokuk 
County Hospital, where he died Aug. 6, aged 53, 
of ventricular fibrillation. 


Eaton, Adalieta Shaw, Winchester, N. H.; Boston 
University School of Medicine, 1908; practiced in 
Melrose, Mass.; at one time affiliated with the 
Massachusetts Memorial Hospitals in Boston; died 
in Keene Aug. 14, aged 72, of pneumonia. 


Feldman, Samuel * Brooklyn; Universitit Bern 
Medizinische Fakultat, Switzerland, 1935; associ- 
ated with Jewish Chronic Disease Hospital and the 
Beth El Hospital, where he died Aug. 14, aged 47, 
of cerebral hemorrhage. 


Geldert, Maurice Wesley Jr., New Orleans; Tulane 
University School of Medicine, New Orleans, 1943; 
interned at Southern Baptist Hospital, where he 
served a residency; served in the U. S. Naval Re- 
serve; died May 10, aged 38, of a heart attack. 


Hosman, Fred Leo, Indianapolis; University of 
Medicine, Indianapolis, 1898; veteran of World 
War I; died in the Veterans Administration Hos- 
pital Aug. 6, aged 80. 


Jackson, Julien Dabney, Norfolk, Va.; Howard Uni- 
versity College of Medicine, Washington, D. C., 
1914: affiliated with the Norfolk Community Hos- 
pital. where he died Aug. 15, aged 67, of cerebral 
hemorrhage. 


Kelley, Paul Joseph, Washington, D. C., George- 
town University School of Medicine, Washington, 
1938; veteran of World War II; on the courtesy staff 
of Providence Hospital, where he died Aug. 23, aged 
48, of acute myocardial infarction. 


La Rocea, Henry Andrew, New Orleans; Louisiana 
State University Medical Center, New Orleans, 
1934; veteran of World War Il; died at a fishing 
camp at Lake Washington near Port Sulphur Aug. 
18, aged 48, of coronary thrombosis. 


Mattox, Edgar Ellsworth, Pittsburgh, Maryland 
Medical College, Baltimore, 1912; an associate 
member of the American Medical Association; died 
in the Shadyside Hospital Aug. 15, aged 78, of 
arteriosclerotic cardiovascular renal disease with 
uremia, following a fractured hip as the result of a 
fall on the sidewalk. 


Naughton, John Philip, Los Angeles; College of 
Physicians and Surgeons, Baltimore, 1896; an asso- 
ciate member of the American Medical Association; 
died Aug. 6, aged 89, of heart disease. 
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FOREIGN LETTERS 


BRAZIL 


Painless Childbirth.—_Read’s method and the psy- 
choprophylactic method for painless childbirth 
have certain doctrinal differences but are similar 
in their aims. Dr. Francisco Cerruti (Rev. gynec. e 
obst. 50:745, 1956) found the results of both 
methods to be the same; 41% of his patients with- 
stood childbirth well and gave birth with the use 
of only a local anesthetic in the perineum. If the 
patient, notwithstanding good cervical dilatation 
in the second stage of labor, showed marked signs 
of exhaustion, restlessness, and pain, after reason- 
able delay, he resorted to analgesia to spare her a 
greater psychic trauma. This group included 27% 
of his patients. Another 27% obtained some benefit 
and 5% no benefit from this procedure. Although 
analgesia was necessary in 45.4% of normal deliver- 
ies. the psychophysical preparation was useful, and 
all patients were enthusiastic, attributing their 
success to the preparation. Sedatives and anti- 
spasmodics must still be used to supplement psycho- 
physical training, and, when properly used, greatly 
help the patient. Considering the rather high 
proportion of partial or total failures, the expression 
“childbirth without pain” is something of a misno- 
mer and should not be used. “Psychophysical prep- 
aration’ is a more exact term. 


Leprosy and Tuberculosis.—According to Dr. R. D. 
Azulay (Arquivos Mineiros de Leprologia, vol. 16, 
1956) there is an immunological interrelationship be- 
tween leprosy and tuberculosis. BCG vaccination 
can change the lepromin reaction in man or animal. 
This vaccination helps lepers who show clinical, 
bacteriological and histopathological cure by con- 
verting the lepromin test from negative to positive, 
thus indicating an increase of resistance to the 
leprotic infection. BCG vaccination confers a par- 
tial immunity to Mycobacterium leprae murium 
infection in the white rat. By an injection of lepro- 
min in guinea pigs, it is not possible to produce a 
sensitivity to a second inoculation of antigen. Dr. 
Azulay’s results agree with those of N. $. Campos 


and J. Rosenberg (Sao Paulo). 


Cancer of the Prostate.—At a meeting of the Bra- 
zilian College of Surgeons, Dr. Paulo Albuquerque 
of Rio de Janeiro reported a series of 100 patients 
with carcinoma of the prostate. The speaker advises 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


frequent checkup in dealing with occult carcinoma 
of the prostate. In cases of operable carcinoma of 
the gland, he urges a radical perineal prostatectomy 
following the technique used at the Massachusetts 
General Hospital in Boston. In a case of carcinoma 
that is inoperable in the sense that radical removal 
of the cancer is impossible, he advocates orchiec- 
tomy and the giving of diethylstilbestrol as soon 
as the diagnosis is made and not waiting for the 
appearance of metastases. 


CANADA 


Blue Cross to Operate Government Hospital Insur- 
ance.—The director of the Blue Cross scheme and 
other Blue Cross personnel will administer the 
provincial hospital plan of the province of Ontario, 
which has 2,335,000 subscribers. In view of the 
work done by Blue Cross in the past decade, this 
would seem a logical and desirable step. The On- 
tario Hospital Association, which sponsors Blue 
Cross, decided that after the provincia] plan be- 
comes effective on Jan. 1, 1959, it will continue to 
function in the interests of all provincial hospitals 
and to operate a Blue Cross plan for hospital care 
on a supplementary basis. There will be no conflict, 
duplication, or overlapping between the provincial 
and the Blue Cross plans. 


INDIA 


Effect of Cyanocobalamin on Excretion of N,- 
Methyl-Nicotinamide.—W. W. Altekar and co-work- 
ers (J. Postgrad. Med. 3:3 [July] 1957) stated that 
some workers have noticed in experiments on 
animals that an interrelationship exists between 
cyanocobalamin (vitamin B,.) and transmethyla- 
tion reactions. In rats, it influences the excretion of 
certain substances containing methyl groups such 
as N,-methyl-nicotinamide. The authors studied the 
effect of cyanocobalamin on the urinary excretion of 
certain metabolites containing a methyl group such 
as N,-methyl-nicotinamide, The vitamin was given 
in different doses orally and intramuscularly, and 24 
hour samples of urine were collected before and 
after its administration for the determination of the 
content of the nicotinamide. When the vitamin was 
given orally in doses of 50 to 200 mcg., there was 
no rise in the urinary excretion of N,-methyl-nico- 
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tinamide, probably due to the poor absorption of 
the vitamin. Small doses (50 to 100 meg.) given 
intramuscularly also failed to cause any increase in 
the urinary output of the metabolite, but when 
doses of 200 to 400 meg. were given an increase in 
the excretion was seen which was, however, not sig- 
nificant. With a dose of 500 mcg. there was a marked 
increase in the urinary excretion of N,-methyl- nico- 
tinamide which was statistically significant. 


Role of Adrenal Cortex in Liver Disease.—P. N. 
Wahi and co-workers (J. Indian M. A. 29:4 | Aug. 16] 
1957 ) stated that several studies by others indicated 
that the adrenal cortex might be involved in the 
pathogenesis of various diseases, especially those of 
the liver, although its exact role is undetermined. 
The adrenal cortical hormones may exert a profound 
influence on the development of various morpho- 
logic abnormalities in the liver such as fatty liver, 
cirrhosis, and malignancy. The authors studied the 
role of adrenal cortex in experimental and human 
liver disease by using different tests. Some of the 
adrenal function tests carried out in this study were 
eosinophil response to corticotropin, urinary uric 
acid response to corticotropin, fluorescein-hyaluroni- 
dase skin-wheal] test, blood cholesterol response to 
corticotropin, estimation of urinary corticosteroid 
concentrations, estimation of urinary 17-ketosteroid 
concentration, estimation of serum sodium level, and 
adrenal ascorbic acid depletion test. Simultaneously, 
the liver damage was assessed by the thymol tur- 
bidity test, thymol flocculation, zinc sulfate turbidity, 
colloidal gold flocculation, prothrombin concentra- 
tion, total serum protein level, serum albumin level, 
total and direct bilirubin estimation, and serum 
cholinesterase determination in clinical cases. In ex- 
perimental studies, cirrhosis was induced with car- 
bon tetrachloride in young albino rats, while the 
clinical studies were made on patients with portal 
cirrhosis and infectious hepatitis. The diagnosis was 
established by clinical history, liver function tests, 
and sometimes by liver biopsy. The results suggest 
that there is adrenal deficiency in these disease 
states. Further work is, however, necessary to de- 
termine the functional status of the adrenal cortex 
in liver disease. 


Fungistatic Activity of Aromatic Diamidines.—H. S. 
Andleigh (J. Indian M. A. 29:4 [Aug. 16] 1957) 
reported that earlier experiments for studying the 
antifungal activity of stilbamidine isethionate and 
pentamidine isethionate had given encouraging re- 
sults. The author therefore studied the effect of 
other diamidines, concerning their antifungal 
activity, by noticing their effect on cultures of 
Madurella mycetomi isolated from local cases of 
maduromycosis of the black granule type. The 
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diamidines tested in this study were hydroxystil- 
bamidine isethionate and 4:4’-diamidinophenylamine 
dihydrochloride in addition to the two compounds 
studied earlier. The latter were included for com- 
parison. Antifungal activity was measured by the 
“serial dilutions in liquid medium” method similar 
to that described by Bocobo and co-workers (1953). 
Both the newer compounds studied in this series 
were effective antifungal agents against the cultures 
studied. Hydroxystilbamidine isethionate is superior 
to pentamidine isethionate, while 4:4’-diamidino- 
phenylamine is superior to both pentamidine and 
hydroxystilbamidine. 


Industrial Diseases.—Of the workers in the pottery 
and ceramic industry, 60% showed evidence of tu- 
berculosis, according to the report of a recent inves- 
tigation conducted by the Organization of the Chief 
Adviser of Factories into the incidence of silicosis 
and tuberculosis among workers in the industry. The 
findings also revealed that 15.7% of the workers had 
roentgenographic evidence of silicosis and 6.3%, pul- 
monary tuberculosis. Earlier investigations carried 
out in other dusty industries also showed a high 
incidence of pulmonary tuberculosis among work- 
ers: mica mines 18.6%, silica brick manufacture, 
7.1%; fireclay manufacture, 7.4%; and metal grind- 
ing, 9.0%. The shortage of building materials and 
the demand for crockery created by World War II 
resulted in the haphazard growth of the industry 
without adequate attention being paid to the de- 
sign of factory buildings, layout, ventilation, safe- 
guarding of machinery, and dust control. The 
report recommended a number of measures for con- 
trolling dust hazards, including separation of dusty 
and non-dusty processes, mechanical exhaust. ar- 
rangements, wet grinding, use of protective equip- 
ment such as dust masks and respirators, periodical 
medical examination of workers, and improvement 
of general environmental sanitation. 


ISRAEL 


Prof. Herman Zondek.—On the occasion of Herman 
Zondek’s 70th birthday, the Israel Medical Associa- 
tion held a scientific meeting, in Jerusalem, devoted 
to the problems of endocrinological research, E. 
Wertheimer of the Hebrew University Medical 
(discoverer of the bundle of His). In 1926, Zondek 
as investigator, teacher, author, and physician. In 
1914 Zondek became attached to the famous “Char- 
ité” in Berlin which was then headed by W. His 
(discoverer of the bundle of His). In 1926,.Zondek 
was appointed director of the Staedtische Kranken- 
haus am Urban, where he worked till 1933. After 
leaving Germany, he spent one year at the Physio- 
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logical Institute at Manchester, England. One year 
later he settled in Jerusalem, Israel, and took charge 
of the medical division of the Bikur Cholim Hos- 
pital. In 1920 his monograph “Edema Resulting 
from Starvation” was published. His main effort 
has been devoted to clinical research on the thyroid 
diseases. He was the first to describe the myxedema- 
tous heart and to give patients with this condition 
thyroid extract. A major contribution of Zondek 
concerns the fact that endocrine disorders are not 
necessarily the result of glandular hypofunction or 
hyperfunctions. They may be caused by a disturbed 
correlation between endocrine glands, interaction 
between hormone and cell, and disturbed cerebro- 
hypothalamic impulses. In his peripheral theory of 
hormone disturbances, he described the mechanism 
in a twofold direction. Either the tissues may stim- 
ulate or inhibit glandular function, or the tissue’s 
reaction is abnormal concerning the interaction of 
hormone and cell. In recent years, the syndrome of 
diencephalopathy was established and its functional 
character (i.e., a tendency towards spontaneous, 
metabolic, sexual, vascular, and psychic fluctuations 
and regressions ) underlined. 


JAPAN 


Venereal Disease Control.—A law aimed at closing 
all houses of prostitution in Japan became operative 
in April. In an effort to rehabilitate an estimated 
200,000 prostitutes, the government has established 
a consultation service, and in some cases cash loans 
may be given. This is a social reform on an un- 
precedented scale. Even with thousands of social 
workers to help in the solution of this problem, it 
may take several vears to wipe out the evil. The 
public conscience will decide the final outcome. 


Japanese Brides to Live in the United States.— 
About 3,000 service men returning to the United 
States will be accompanied by Japanese brides. 
Before sailing, these young women are given a 
course in Americanization covering such subjects 
as the English language and making beds. They 
are warned that if they are going to United States 
dreaming of owning a beautiful car and living in a 
paradise they should reconsider their decision. The 
lot of a housewife with modest means is the same 
everywhere. They are told “when you become a 
mother, you will be so busy looking after the needs 
of your husband and children, you will have little 
time for much else. Being a good cook is most 
essential. Discipline yourself to find a joy and hap- 
piness in your work.” 


NEW ZEALAND 


Cook Islands Infant Mortality.—During a recent de- 
bate in the House of Representatives, it was re- 
ported that the infant mortality in the Cook Islands, 
a dependency of New Zealand, was five times that 
of the European population in New Zealand and 
twice as high as the rate in the Samoan group. This 
high death rate is not due to malnutrition but to the 
habits of the people. They prefer to have babies 
in their homes, and they have no knowledge of 
hygiene. They will not take advantage of the free 
hospital treatment offered to them. 


Revolutionary Dentifrice.—Irwin and Leaver, of the 
Otago Dental School, have tested a tetradecylamine 
acetate toothpaste that they hope will protect dental 
surfaces. New Zealand’s inhabitants have the high- 
est incidence of dental caries in the world. The 
dentifrice will enter its most spectacular stage of 
testing next year when researchers in Wellington 
conduct a large-scale clinical trial. The tooth paste 
is not complementary to or a substitute for fluori- 
dation. Some aspects which are not yet completely 
known are how long the protective film remains 
on the tooth and how many surfaces are reached by 
the protective agency. This toothpaste was first en- 
visaged after some laboratory tests by Prof. J. P. 
Walsh 20 years ago and pertected with the aid of 
Drs. Irwin and Leaver. In some preliminary tests 
with the free amine, insoluble in water, the test 
showed a protection averaging 44% efficiency. An 
abrasive has been added to the originally chalk-free 
cleanser, and the manufacturers have used the ace- 
tate rather than the free amine as the protective 
agent. In vitro tests with this product have given 
almost complete protection from a buffer solution of 
lactic acid (pH 4) for 24 hours. It is believed that 
the acetate, added not because of its more favorable 
properties but because of its ease of combination in 
a chalky base, will be even more successful than the 
original product, since its solubility may insure great- 
er covering of dental surfaces, The paste, dissolved 
in the saliva, reaches more surfaces and has an effect 
as good as that of the oil emulsion of the free amine 
compound, 


Fluoridation.—Widespread use should be made of 
Huoridation of water to achieve an urgently needed 
improvement in the present serious state of dental 
health in New Zealand, according to the report of 
the commission of inquiry on the fluoridation of 
public water supplies tabled in the House of Rep- 
resentatives on July 19 by the Minister of Health. 
Appointed on Novy, 6, 1956, to report by Feb. 15, 
1957, the commission was granted two extensions of 
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time, finally being required to report to the governor- 
general by July 15, 1957. The first principle stated 
in the report is that a decision to fluoridate public 
water supplies should be left to the communities 
concerned. The committee states that no question of 
personal liberty arises in regard to fluoridation. The 
avoidance of fluoridated water might cause incon- 
venience, but in no case would its use be compul- 
sory. Any objections to it based on personal right 
should be evaluated as objections to a public health 
measure which is not merely beneficial but also safe. 
A national body should be established to encourage 
and assist local authorities in the installation and 
maintenance of fluoridation plants. The committee 
found that virtually every child born in New Zea- 
land experiences dental decay, and, in consequence, 
an unduly high proportion of the population over 
the age of 21 uses some form of denture. 

The problem of controlling the rate of dental 
decay is beyond the resources of the dental services 
of the country. The incidence of dental decay is so 
widespread and severe that it constitutes a major 
problem in public health and is a matter for grave 
concern. Fluoride is a natural component of all 
teeth, and by hardening their mineral structure it 
makes them more resistant to dissolution by acids. 
In New Zealand the fluoride in drinking water is far 
less than 1 ppm. In areas where there is fluoride at 
optimum concentrations, whether naturally present 
or artificially added, the prevalence of dental decay 
in children is at least 50% lower than in areas where 
the fluoride content is 0.2 ppm or less. In the areas of 
higher fluoride levels, about 33% of all children 
escape dental decay entirely, and the beneficial ef- 
ects continue into adult life. There is no evidence 
that consumption of fluoridated water would harm 
the pulp of the teeth or the tissues which surround 
and support them, A substantial excess of fluoride 
(more than 1.9 ppm) may cause dental fluorosis or 
one type of mottled enamel. In the proposal to 
fluoridate water, there is no risk of chronic fluoride 
poisoning. Fluoridation of water does not involve 
disadvantages to industry or water reticulation, and 
suitable apparatus for mixing fluoride in water with 
precise and unvarying accuracy is readily available. 
No alternative procedure suggested would be effec- 
tive as a public health measure. The use of foods 
containing fluorides is not practicable, as foods do 
not permit a low optimum concentration, The inges- 
tion of fluoride through water is self-limiting, and 
the efficacy of fluoridation as a public health meas- 
ure is proved. In order to safeguard the personal 
rights of the individual, the commission believes 
that local authorities should be permitted to decide 
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whether or not the public water supply is to be 
fluoridated. A resolution to implement fluoridation 
could be passed at a special meeting. That resolu- 
tion would have to be confirmed at a subsequent 
meeting after a lapse of four to six weeks, during 
which time public notice of the second meeting and 
of the nature of the resolution must be given. Thus, 
the objectors have an opportunity to bring to bear 
what pressure they can. 


Hospitals Bill—Under the new system of hospital 
administration the government will spend over $46,- 
500,000 out of the consolidated fund towards hos- 
pital services plus another $16,500,000 from the 
Socia] Security Fund. The Hospitals Bill makes 
major alterations in the administration of the coun- 
trys hospitals, the main change being that in future 
all financial aid will come from government funds. 
Since 1927 the population has increased by 50%, 
the number of hospital! beds by 100%, the number of 
staff by 400%, and expenditure by 1,000%. The hos- 
pitals now have 14,986 beds compared with 7,789 
in 1927, and the number of outpatients treated has 
increased from 50,000 to 711,000. The total number 
of inpatients has increased from 75,000 in 1927 to 
216,000. The main principles of the bill followed the 
main proposals of the consultative committee. The 
government assumed responsibility for adequate 
services, including services for the aged. The hospi- 
tal boards were entrusted with the maximum re- 
sponsibility for operation and maintenance of hos- 
pitals, and authority was reserved to the Minister to 
enable him to discharge the responsibilities the 
government had assumed, All financial needs of the 
boards would be met from government funds, The 
bill established a Hospitals Advisory Council which 
would have the right to initiate discussion and make 
recommendations. 


UNITED KINGDOM 


Toxemia of Pregnancy.—Dr. Katharina Dalton 
(British Medical Journal, Aug. 17, 1957) says that 
during an investigation of the use of progesterone 
for the reliet of the premenstrual syndrome, a high 
incidence of toxemia of pregnancy (19.1%) was 
recognized among sufferers from this syndrome. A 
further investigation, undertaken to ascertain the 
incidence of the premenstrual syndrome in those 
who had previously suffered from toxemia of preg- 
nancy, revealed that 86% of the 237 women thus 
affected at one time or another in the preceding 
12 years also suffered from the premenstrual syn- 
drome. Furthermore, direct questioning and a 
scrutiny of records of these patients showed that 
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before the full development of the signs of toxemia 
(edema, hypertension, and albuminuria) most pa- 
tients had earlier in the pregnancy experienced a 
symptomatic stage characterized by relatively minor 
afflictions: headache in 48%, lethargy in 43%, visual 
aura in 37%, vertigo in 29%, nausea and vomiting 
in 16%, irritability in 14%, depression in 9%, and 
backache in 6%. Only 7% were free from these 
symptoms during a toxemic pregnancy. Of the 237 
women, 92 (38.8%) had experienced both a normal 
and a toxemic pregnancy, and 72 or 78% of these 
contrasted the sense of well-being associated with 
a normal pregnancy with the malaise and minor 
symptoms characteristic of the toxemic condition. 

Patients complaining of some of these symptoms 
were given a test dose of 100 mg. of progesterone in 
oil intramuscularly. If the svmptoms were not re- 
lieved when the patient was seen two days later, 
it was assumed that they were unrelated to early 
toxemia. If relief was claimed, the patient con- 
tinued to receive further doses, either daily or 
every other day. If the same benefit was achieved 
with smaller doses, the latter were given. This re- 
duction in dosage was continued as long as the 
patient remained symptom-free. In many patients in 
whom treatment was started early in pregnancy, 
it was possible to discontinue it in the fourth or 
fifth month. 

Between Jan. 1, 1951, and Sept. 30, 1956, there 
were 7,156 deliveries at the maternity hospital. 
Prior to the introduction of the experimental 
scheme in June, 1955, the quarterly incidence of 
toxemia had varied between 6.2% and 11%, giving 
an average of 9% for 5,307 deliveries. This incidence 
was similar to that for other maternity hospitals. 
The first progesterone-treated patients were de- 
livered in September, 1955, and in the third quarter 
of 1955 the incidence of toxemia fell from 7.2% to 
3.9%, with further declines in subsequent quarters 
to 2.5%, 1.9%, 1.0%, and 1.3%. Prior to the intro- 
duction of the scheme, there were 12 deliveries for 
every toxemic patient, whereas after its introduction 
there were 47.6 deliveries for every toxemic patient. 


King Edward’s Hospital Fund.—The British Medical 
Journal of Aug. 24, commenting on the annual re- 
port of the King Edward's Hospital Fund, says that 
no one reading this report could fail to see the 
continuing need in the National Health Service for 
voluntary contributions for hospitals. Hospital 
finances are uneasily balanced between urgent de- 
mands for economy in the spending of public money 
and a desire to give their patients the best care 
possible. The predicament is aggravated by the 
fact that the steady rise in salaries, wages, and 


prices has absorbed such increased funds as the 
hospitals have been granted since 1948. Many hos- 
pital buildings are old and suffer from a grime and 
dreariness in their general appearance that is out 
of place today. The fund recently allocated $700,- 
000 to mental and mental deficiency hospitals, and 
much of this money has already been spent. The 
need for the modernization of mental hospitals has 
been much emphasized lately, but the report quite 
rightly notes that there is no general agreement vet 
on the ideal form of accommodation for the mental- 
ly ill. 

One of the best-known departments of the fund 
is the Emergency Bed Service, but it has many 
other activities, It is investigating the problem of 
noise in hospitals; it has been primarily responsible 
for establishing 12 homes for the aged sick; and it 
has provided money for a cancer registry in the 
metropolitan area. The division of hospital facili- 
ties has been continuing its investigation of supplies, 
departmental costing, and electronic accounting 
for hospitals. The division of nursing maintains a 
staff college for matrons and another for ward 
sisters, and, apart from the work of the School of 
Hospital Catering, it has arranged refresher courses 
for those responsible for the domestic management 
of hospitals. The administrators of the fund are 
firm believers in investing in “people” as well as in 
“materials,” and the Hospital Administrative Staff 
College is mainly concerned with selection and 
training for management. One extension of this 
work was the holding of a course for physician- 
superintendents of mental hospitals—the first assay 


of the fund in the field of postgraduate medical 


education. The hospitals of London are indeed for- 
tunate that the fund has done so much to increase 
interest and enthusiasm for the never-ending task 
of improving hospital provision for the sick in all 
practicable ways. 


Poliomyelitis Vaccine.—The summer epidemic of 
poliomyelitis in Great Britain has reached its peak. 
The number of cases in England and Wales so far 
this year exceeds 3,000. This is half as many again 
as the average number by this time of the year. 
Another batch of poliomyelitis vaccine of up to 
about 200,000 doses was tested and made available 
for distribution. The main centers of infection are 
now Maidstone and Lincoln. Each has had an inci- 
dence exceeding 100 per 100,000 of population. 
Because of these outbreaks, a camp for physically 
handicapped children that was to have been held 
by the Kent branch of the British Red Cross has 
been canceled. Planning for the camp has been 
going on for months. As a consolation prize, each 
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child who would have gone to camp will now re- 
ceive a toy. In addition, each will be taken on a sea- 
side outing or to a party. The Lancet of Aug. 24 
says there is no proof that swimming carries a 
special risk, but a distinguished sanitary engineer 
has said that he would not let his children bathe 
at a typical seaside resort. 


Sir Charles Read.—Sir Charles Read, who died at 
the age of 54, was president of the Royal College 
of Obstetricians and Gynecologists from 1955 until 
his death and director of the Institute of Obstetrics 
and Gynecology. He was gynecologist and con- 
sultant to several prominent hospitals in the London 
area. He was born in New Zealand and educated 
at the University of Otago. In 1926, he was appoint- 
ed house surgeon and resident surgical officer at the 
Chelsea Hospital for Women. Sir Charles, who was 
6 ft. 4 in. tall, was one of the tallest men in the 
medical profession. In addition to his National 
Health Service practice, he had an extensive private 
practice in London. He was knighted in the last 
New Year Honors. 
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Dietary Changes.—According to a survey of food 
consumption and expenditure in Great Britain in 
1955, the first full post-war year without rationing 
(Domestic Food Consumption and Expenditure, 
Her Majesty’s Stationery Office, 1957), the increase 
in food purchased over the year was only 1% com- 
pared with 4% the previous year, showing that 
money, not governments, rations food purchases. 
The largest increase in any single kind of food was 
in meat, which was 6% above that of the previous 
year. There was a slight fall in the amount of bread 
consumed, and this, with the lower extraction rate 
of flour, resulted in a fall in the national intake of 
vitamin B. This intake is still within the minimum 
recommended by committee on nutrition of the 
British Medical Association. Fat consumption re- 
mained the same at 107 Gm. per person per day, 
and it still provided the same percentage of total 
calories in the diet (36.6% ). Londoners paid less for 
their food than the average person, This is to be 
expected, as the big food markets are in the city. 
They also ate more meat, fish, fruit, and milk, but 
less bread. 


CORRESPONDENCE 


HOMOLOGOUS SERUM JAUNDICE 


To the Editor:—The most characteristic difter- 
ences between homologous serum jaundice and 
natural hepatitis are (1) that the former is transmit- 
ted by inoculation rather than through the gastro- 
intestinal tract and (2) that the marked difference in 
incubation period, namely, from 60 to 180 days for 
the former, and only 15 to 30 days for the latter. It 
has generally been assumed that two different 
strains of virus are responsible for the two types ot 
hepatitis, virus IH or A causing the natural disease 
and virus SH or B responsible for homologous 
serum jaundice. This interpretation fails to explain 
how homologous serum jaundice arose in the first 
place, and it leaves only a vague idea of what might 
happen were an individual who has just recovered 
from natural hepatitis used as a blood donor. The 
purpose of this communication is to suggest an 
alternative explanation. 

According to the hypothesis which we wish to 
propose, the viral agent or agents causing homol- 
ogous serum jaundice and natural hepatitis are the 
same, After an attack of natural hepatitis the in- 
dividual becomes immune to the disease but may 
develop a carrier stat>. Presumably live virus par- 


ticles remaining within the carrier's body become 
coated with specific antibody neutralizing their in- 
fectious properties. When blood containing such 
coated virus particles is transfused to a susceptible 
individual, the coated virus at first remains quies- 
cent. However, since the antibody molecules have a 
half-life of approximately 30 to 35 days, over a 
period of a few months the antibody coating the 
virus particles gradually disappears until the virus 


94:213-221 [Sept.] 1951. Wiener, A. S., and Gordon, 
E. B.: Am. J. Clin, Path, 23:429-446 [May] 1953). 
This would account for the prolonged incubation 
period characteristic of homologous serum jaundice. 
In natural hepatitis, on the other hand, the incuba- 
tion period would be much shorter, since the virus 
particles are not coated with antibody which might 
diminish their infectiousness and virulence. 


ALEXANDER S. WIENER, M.D. 
64 Rutland Rd. 

Brooklyn 25, N. Y. 

Invinc Wex er, M.D. 
1672 Ocean Ave. 
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MEDICAL FILM REVIEWS 


The Meti-steroids in Rheumatoid Arthritis: 16 mm., color, 
sound, showing time 24 minutes. Prepared by Joseph Eidels- 
berg, M.D., New York; Abraham Kolodin, M.D., Montclair, 
N. J.; and Evelyn Merrick, M.D., Orange, N. J. Produced in 
1956 by Sturgis Grant Productions, New York, for and pro- 
curable on loan from Schering Corporation, 60 Orange St., 
Blooomfield, N. J. 


This film reviews the chemistry, physiology, and 
clinical application of the steroid hormones in the 
treatment of rheumatoid arthritis and other col- 
lagen diseases. It portrays the commonly accepted 
theories of adrenal corticosteroid therapy, and re- 
flects most current knowledge of the subject. The 
film shows the technique for intra-articular injec- 
tion in the treatment of rheumatoid arthritis; how- 
ever, the shortcomings of these drugs are somewhat 
minimized. When conditions call for special cau- 
tion, the injections should be done under surgical 
asepsis in a place where autoclaved instruments, 
thoroughly sterilized, are available. This film is a 
good review of the subject, valuable for general 
practitioners. The art work and the photography 
are excellent. 


Replacement Tranfusion for the Treatment of Erythroblas- 
tosis Foetalis: 16 mm., color, sound, showing time 16 min- 
utes. Prepared by Alice M. Goodfellow, M.D., and Eleanor 
M. Atkins, R.N., Toronto. Produced in 1956 by Mervin 
LaRue Inc., Chicago, for and procurable on loan from Baxter 
Laboratories, Inc., Morton Grove, Il. 


This film presents a detailed description of the 
technique of replacement transfusion. Emphasis is 
placed almost exclusively on the operative pro- 
cedures, which are shown in clear detail. Included 
are some of the safety measures necessary for 
elimination of untoward side-effects, preoperative 
preparation of the infant, and some measures of 
postoperative care. The term “erythroblastosis 
foetalis” should preferably be replaced with the 
up-to-date and more descriptive name of the dis- 
ease, “hemolytic disease of the newborn.” While it 
is obviously necessary for a film of this nature to 
limit the topics covered, it is a rather regrettable 
omission that no reference is made to the tech- 
niques of replacement transfusion that must be 
employed when it cannot be carried out through 
the umbilical cord. This may even be the case in 
repeat transfusions, since they may have to be car- 
ried out when the infant is already too old for use 
of the umbilical route. The recommendation to re- 
move 50 ml. of plasma from each 250-ml. bottle of 
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blood appears somewhat too rigid. While the re- 
peated emphasis on the danger of circulatory over- 
load and the need for measuring the venous pres- 
sure is commendable, the routine use of a “20-ml. 
deficit,” that is, to remove 20 ml. more blood from 
the infant than is injected, appears again too rigid. 
These criticisms do not detract from the didactic 
value of the film. The photography is excellent. 
The narration is clear and specific, and schematic 
drawings represent a helpful addition to the actual 
procedures shown. It is recommended for teaching 
purposes for medical students, nurses, residents, 
and all physicians who are confronted with the 
problems of treatment of hemolytic disease of the 
newborn. 


Learning About Your Nose: 16 mm., color, sound, showing 
time 9 minutes. Collaborator: John J. Ballenger, Ph.D., 
Northwestern University. Produced in 1956 by and procura- 
ble on rental ($4) or purchase ($37.50) from Encyclopaedia 
Britannica Films, Inc., 1150 Wilmette Ave., Wilmette, Til. 


This film explains how the nose serves as a hall- 
way between the changeable outside world and the 
sensitive breathing organs. Photomicrography, ani- 
mation, and endoscopic photography are used to 
demonstrate the functions of the nose as a steril- 
izer, cleanser, air conditioner, and humidifier of the 
air we breathe. Suggestions are given that should 
lead children to better health habits. The film is 
quite correct factually and shows dramatically one 
of the most important lessons for a child—why he 
should avoid chills. It is recommended for junior 
and senior high school courses in health and biology 
and will be of interest to physicians who are asked 
to address such classes. 


Grip on the Nation: 16 mm., black and white, sound, 
showing time 18 minutes, Produced by Gaumont Film Unit 
for the British Rheumatic Association. Procurable on loan 
from International Society for Welfare of Cripples, 701 First 
Ave., New York 17. 

This film shows medical treatment and home care 
programs for adult patients with rheumatism. Pro- 
visional centers for patients in rural areas are high- 
lighted. An immense variety of clever and extreme- 
ly helpful devices for the activities of daily living 
are demonstrated. These can be used in the home 
—the kitchen, the bathroom, the bedroom, the stair- 
ways—to facilitate self-care in the arthritic, to 
lighten the burden on others about him, and espe- 
cially to make sure that he does not follow a 
vicious circle of inactivity. This film will be espe- 
cially helpful to public health nurses in areas where 
it is necessary to construct home devices for the 
disabled. The photography is good. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Perforation of Intraventricular Septum Due _ to 
Myocardial Infarction. E. R. Dorney, R. B. Logue 
and J. W. Hurst. J. M. A. Georgia 46:329-331 
(July) 1957 [Atlanta]. 


All of the eight patients with a perforated intra- 
ventricular septum due to myocardial infarction 
diagnosed ante mortem and proved by autopsy 
developed a systolic murmur maximal in the 3rd 
and 4th left intercostal spaces within 8 days after 
their first episode of myocardial infarction. Half of 
the patients had an accompanying thrill and were 
hypertensive just prior to the septal rupture. Seven 
of the 8 were said to have had previous hyperten- 
sion. Six of the 8 were given anticoagulant therapy, 
the prothrombin time of only 4 being ajudged to be 
within the therapeutic range. Differential diagnosis 
in the presence of a systolic murmur, heard with 
maximum intensity in the 3rd and 4th left inter- 
costal spaces adjacent to the sternum, suggests 
rupture of a papillary muscle or of chorda tendinea 
and acquired mitral insufficiency due to left ven- 
tricular dilatation. Papillary muscle rupture is 
delineated on the basis of a murmur of lower pitch 
and lesser intensity heard at or near the apex, 
which may be either systolic or diastolic in time. 
Rupture of a chorda tendinea is differentiated on 
the basis of a musical systolic murmur heard best 
at the apex, while acquired mitral insufficiency due 
to left ventricular dilatation produces a_ systolic 
murmur loudest at the apex and transmitted toward 
the axilla. 

Rupture has been found in a small series of pa- 
tients to be equally prevalent in both the hyperten- 
sive and nonhypertensive states. The majority of 
cases of septal rupture following myocardial infare- 
tion occur in the 60 or over age group, in which 
there were 42 males and 23 females. The hyperten- 
sion in the females (56%) exceeded that of the males 
(27%). No correlation is attempted between intra- 
ventricular septal rupture and the degree of 
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physical activity at the time of rupture. It is of 
note—and is further attested to by the absence of 
old scars and myocardial fibrosis in hearts with 
septal rupture—that rupture is much more prev- 
alent during the first myocardial infarction. Treat- 
ment of the immediate postrupture state is com- 
pletely symptomatic, no regimen of treatment 
other than routine care of heart failure and shock 
being advocated. Patients surviving several weeks 
after rupture, the prognosis being generally poor, 
usually develop right-sided heart failure. Early 
digitalization and the use of mercurical diuretics 
is advocated. 


Cardiac Asthma: Some Practical Clinical Observa- 
tions. O. Swineford Jr., H. R. Pearsall and L. G. 
Gage. J. Allergy 28:354-364 (July) 1957 [St. Louis]. 


Paroxysmal dyspnea and cardiac asthma are not 
synonymous terms, although they are frequently 
used as such. Cardiac asthma means paroxysmal 
left heart failure with asthma, whereas paroxysmal 
dyspnea implies paroxysmal left heart failure with- 
out asthma. Differentiation between these 2 mani- 
festations of left ventricular failure is of importance 
for the treatment. The records of 26 patients were 
analyzed for evidence of allergy, infection, heart 
disease, and results of therapy. On the basis of the 
data obtained, the authors formulate the following 
considerations for the cardiologist: 1. Treatment of 
heart failure may be all that is necessary, since 
heart failure may be the only important. precipi- 
tating factor in the asthma. This was true in 6 of 
the 26 patients. 2. Rapid unexplained fluctuations 
in weight in older asthmatic patients suggest cardiac 
asthma, and they should be weighed regularly with 
this in mind. 3. Weight loss coincident with im- 
provement, following digitalization or diuresis, con- 
firms the suspicion of cardiac asthma. 4. Moist 
basal rales and x-ray evidence of pulmonary 
congestion during attacks of dyspnea with wheezing 
suggest cardiac asthma. 5. A significant fall in blood 
pressure, concomitant with relief of an attack, is 
strongly suggestive of cardiac asthma. 6. Cardiac 
asthma may occur before left ventricular failure is 
readily demonstrable. 7. Cardiac asthma occurs 
chiefly in those conditions which lead to left ven- 
tricular failure. Eleven of the 26 patients had 
arteriosclerotic heart disease and 15 had hyperten- 
sive and arteriosclerotic heart disease. 

The allergist should remember the following 
points: 1. Cardiac asthma may be relieved tempo- 
rarily by attention to allergic factors and by con- 
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ventional symptomatic asthma remedies. 2. Asthma 
may be precipitated, in a cardiac patient, by infec- 
tion and may be relieved by antibiotics. The 
differentiation between infectious’ and cardiac 
asthma may be difficult. Both types of asthma 
should be suspected when older patients wheeze. 
3. Asthma and heart disease may run their courses 
independently, neither seeming to influence the 
other. This is not cardiac asthma. 4. Asthma from 
other causes may precede cardiac asthma by many 
years. 5. Cardiac asthma is not always as severe 
and dramatic as in the classic description. 6. Asthma 
that persists after control of left ventricular failure 
is usually due to noncardiac causes. 7. Maximum 
improvement required combined cardiac and allergy 
management in 20 of the 26 patients. The authors 
feel that allergists have not emphasized the non- 
cardiac aspects of the problem sufficiently and 
that cardiac asthma needs much more study. 


Symptomatology and Pathophysiology of Atrial 
Septal Defect. H. Fellmann, F. Schaub, A. Bihl- 
mann and A. O. Fleisch. Schweiz. med. Wchnschr. 
87:775-781 (June 22) 1957 (In German) [Basel, 
Switzerland]. 


The authors report on 9 women and 8 men whose 
average age was 33 years with atrial septal defects. 
History revealed physical weakness and dyspnea 
on exertion. Complaints about extrasystoles or 
precordial distress were of secondary importance. 
Three patients were asymptomatic. On roentgenol- 
ogic examination the heart always showed a promi- 
nent pulmonary artery and an enlarged right 
atrium. In most patients, the right ventricle also 
was large. “Hilar dance” and increased pulsations of 
the pulmonary vessels were observed in 12 patients 
and a hypoplastic aorta in 8. No radiologic abnor- 
malities, except for a slightly prominent pulmonary 
artery, were observed in 1 patient. A systolic 
murmur was revealed by auscultation and phono- 
cardiograms in all of the patients, and in 14 there 
was a diastolic murmur and an accentuated and 
split second pulmonic sound. The electrocardio- 
graphic tracing was normal in 2 patients. A total 
atrioventricular block was revealed by the electro- 
cardiogram in | patient. An incomplete or complete 
right bundle-branch block was present in 12 pa- 
tients and hypertrophy of the right ventricle in 7. 
The occurrence of the hypertrophy showed a 
certain dependence on the intrapulmonary pressure. 
Hemodynamic changes consisted of an increased 
pulmonary minute volume caused by the additional 
left-to-right shunt in the presence of an unchanged 
or slightly diminished peripheral minute volume. 

To confirm the diagnosis of atrial septal defect a 
direct catheterization of the defect was required as 
well as a difference of 2.5 vol.% in oxygen saturation 
of the blood between the right atrium and the 
venae cavae. Diagnostic errors will occur less 
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frequently if as many blood samples as is possible 
are obtained from one cavity of the heart. Signifi- 
cant complications are pulmonary hypertension, 
late cyanosis, and right and left ventricular failure. 
As a rule, pulmonary hypertension is a late com- 
plication. Pronounced increase in pressure is as- 
sociated with increased resistance in the pulmonary 
circulation. In most patients, this increased re- 
sistance is the result of anatomic changes in the 
small pulmonary vessels (secondary pulmonary 
sclerosis) due to a long-continued extra load by an 
increased pulmonary minute volume. The right 
ventricular output in right ventricular failure is 
diminished, and the chamber is dilated by the 
blood which remains after the systole. In patients 
with more severe decompensation of the right side 
of the heart a reversal of the shunt may occur, with 
peripheral cyanosis. 

For the purpose of differential diagnosis, pul- 
monary veins with an abnormal drainage into the 
right atrium can only be ruled out by direct cathe- 
terization. These 2 anomalies are frequently com- 
bined. Left ventricular hypertrophy and the absence 
of a diastolic murmur may be of aid in the often 
difficult differentiation from a ventricular septal 
defect. The differential diagnosis from persistent 
ductus arteriosus may present difficulties only in 
patients with severe pulmonary hypertension. The 
prognosis of the atrial septal defect depends on the 
size of the defect. As a rule, the previously men- 
tioned complications occur in the 3rd or 4th decade 
of life, causing progressive deterioration leading to 
death. 


The Treatment of Emphysema. H. L. Israel. M. 
Ann. District of Columbia 26:345-348 (July) 1957 
{Washington, D. C.]. 


The increased ratio of residual to total lung 
capacity reported some years ago to be the most 
accurate indication of emphysema is found to be as 
abnormal in the asymptomatic patient with senile 
emphysema as in the disabled patient with ob- 
structive emphysema. The two major physiological 
defects in advanced emphysema are those of 
ventilation and diffusion, the one reflecting bron- 
chial obstruction and lost elasticity and the other, 
stretched or torn alveolar septums and an obliterat- 
ed vascular bed. These disturbances are responsible 
for the conflicting estimates of severity by clinicians, 
whose evaluation is based on the extent of airway 
obstruction, and by pathologists, whose evaluation 
is based on the extent of disintegration of alveolar 
walls. The relatively crude and subjective measure 
of maximal breathing capacity is the best measure 
of the severity of emphysema. Exertion on breath- 
ing is still the best index of the extent of emphy- 
sema. The dyspneic patient is easily recognized as 
being emphysematous by a slightly cyanotic ap- 
pearance, barrel chest, an onset of breathlessness 
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after the age of 40, constant and _ progressive 
symptomatology, diminished breath sounds on 
auscultation, and the possible presence of rales. 
Differential diagnosis to exclude complications of 
emphysema, such as pneumothorax and pneumonia 
and other causes, is aided by roentgenographic 
studies, which further demonstrate impairment of 
the diaphragmatic motion. 

The physiological disturbances toward which 
therapy is directed include infection, bronchospasm, 
viscid secretions, anoxemia, pulmonary hyperten- 
sion, and congestive failure. The results of therapy 
in emphysema are somewhat less than dramatic in 
that disrupted alveoli, loss of elasticity, and an 
obliterated vascular bed are little amenable to 
therapy. The therapeutic treatment of chronic 
emphysema is important because even slight im- 
provement in respiratory function in a patient with 
advanced emphysema may be the difference be- 
tween invalidism and employability. The treatment 
is directed at infection, bronchospasm, improvement 
of diaphragmatic efficiency, tenacious secretions, 
anoxia, lessening tissue needs for oxygen, congestive 
failure, polycythemia, and acidosis. Surgical treat- 
ment of generalized emphysema is not too promis- 
ing save for patients with localized bullae. Vigorous 
therapy in the form of antibiotics, bronchodilators, 
and oxygen by mechanical respirators is indicated 
in episodes of acute respiratory acidosis, in which 
state tissue utilization of oxygen is dangerously 
involved. Associated congestive heart failure neces- 
sitates rapid digitalization, venesection, and the use 
of diuretics. 


Familial Paroxysmal Paralytic Myoglobinuria. T. E. 
Fitz. West Virginia M. J. 53:264-270 (July) 1957 
[Charleston]. 


The history of 3 patients with paroxysmal para- 
lytic myoglobinuria were added to the 24 reported 
on in the literature. Spontaneous myoglobinuria in 
man is quite similar to that occurring in horses. The 
characteristic symptoms of the disease were an 
acute onset of muscle pain with varying degrees of 
muscle involvement and paralysis. Fever was usual- 
ly present. The feet were frequently in an equinus 
position. Dark reddish-brown urine was the most 
common sign and, where spectroscopy was avail- 
able, analysis revealed the presence of myoglobin- 
uria. The clinical course of the disease, however, 
was adequate to establish the diagnosis of paroxys- 
mal myoglobinuria. Recovery was usual, but there 
have been enough patients reported on whose 
autopsy revealed that the precipitating cause of 
death appeared to be due to renal involvement 
either as a hydropic degeneration of the tubular 
cells or an excessive number of precipitated casts 
in the tubules. The muscles revealed Zenker's 
degeneration. The etiology of the disease is un- 
known, but its relationship to abnormal carbohy- 
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drate metabolism, prophyria, and progressive mus- 
cular dystrophy is pointed out. The familial inci- 
dence has been noted in about a half of the patients 
reported on. The disease may be more common than 
these few cases would indicate. 


Eosinophilic Infiltration of Stomach and Small 
Intestine. T. Ferrier and N. Davis. M. J. Australia 
1:789-791 (June 8) 1957 [Sydney]. 


Eosinophilic infiltration of the stomach and small 
intestine has been described only during the last 
2 decades, and only 20 cases have been reported. 
The authors describe a new case. Literature reports 
indicate that the condition appears in 2 forms. The 
more commonly reported form occurs as a diffuse 
thickening of the wall of the stomach, with or with- 
out involvement of the duodenum or the upper part 
of the jejunum. The thickening in the stomach be- 
comes more pronounced towards the pylorus, where 
it often produces stenosis. The thickened, rigid 
duodenum and jejunum may suggest regional 
ileitis. Less commonly the condition takes the form 
of a localized granuloma, usually in the pyloric 
region. It occurs generally as a polypoid tumor-like 
mass which can give rise to intestinal obstruction. 
It is easily mistaken for carcinoma. Allergy has 
been invoked as an etiological factor in view of the 
eosinophilia. However, in less than 20% of the 
diffuse lesions and in none of the cases of localized 
granuloma has there been demonstrated a relation- 
ship between an allergen and the symptoms. 

The case described was one of diffuse eosinophilic 
infiltration of the stomach and the upper part of the 
intestine. At the age of 12 this patient had begun to 
experience recurrent bouts of periumbilical colicky 
pain. A laparotomy at the age of 18 disclosed gross 
thickening of the jejunum resembling that seen in 
Crohn's disease. The appendix was removed, and a 
biopsy was taken of the wall of the jejunum. The 
pathologist suggested eosinophilic leukemia, tropi- 
cal eosinophilia, or eosinophilic granuloma. Another 
laparotomy, carried out several years later, re- 
vealed that the intestinal wall was much less 
thickened than at the operation 6 years previously. 
Enlarged fleshy lymph nodes were seen in the mes- 
enfery, and these decreased in size as the ileum was 
approached. There was thickening of the pylorus, 
which felt almost cartilaginous in consistency. An 
enlarged mesenteric lymph node was removed for 
biopsy. Microscopic examination of the lymph node 
showed hyperplasia of the reticuloendothelial cells 
of the sinusoids. There were large numbers of 
eosinophilic leukocytes in the sinusoids, and smaller 
numbers of eosinophils were found in the medulla. 
Later the patient was treated effectively with 
corticotropin. The authors believe that the second 
laparotomy could have been avoided, if they had 
known more about the condition. If a diagnosis of 
eosinophilic infiltration of the stomach or small 
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intestine is suspected, corticotropin is worth a trial 
and may prove to be the most effective treatment. 
Laparotomy will often be necessary to confirm the 
diagnosis or to relieve complications. If pyloric 
obstruction exists, a gastrojejunostomy would be 
justified. Lesions indistinguishable from carcinoma 
would have to be dealt with by resection unless 
examination of a frozen section established the 
diagnosis. 


Dermatomyositis: A Review of 19 Cases in Adoles- 
cents and Children. M. A. Everett and A. C. Curtis. 
A. M. A. Arch. Int. Med. 100:70-76 (July) 1957 
[Chicago]. 


The authors report on 7 boys and 12 girls, be- 
tween the ages of 4 months and 17 years, with 
dermatomyositis. The follow-up period varied from 
2 to 19 vears. The initial symptom of the disease 
consisted of facial erythema in 6. The onset was 
characterized by fatigue in 4 and by specific 
muscle weakness in 3; 6 had miscellaneous symp- 
toms. Temperature greater than 100.5 F (38 C) was 
not seen except in the presence of an infection. 
Demonstrable generalized muscular weakness, ar- 
thritis, or arthralgia were notable by their absence. 
None of the children or adolescents had a malignant 
growth. With the exception of increased urinary 
creatine, the laboratory findings were not remark- 
able. The erythrocyte sedimentation rate was in- 
creased in 7 of the 19 patients. Biopsy specimens 
from 17 patients revealed skeletal muscle changes 
which tended to be focal and inflammatory, pro- 
ceeding to necrosis, fibrosis, and often calcification; 
they were unaccompanied by vasculitis. 

Eleven patients died and 8 are living. Four of the 
11 died within 1 year because of hypopharyngeal 
paralysis and/or cardiac involvement. The others 
died of infectious processes, chiefly of pneumonia. 
Postmortem studies in 6 patients revealed patho- 
logical involvement of cardiac and/or pharyngeal 
muscles similar to that described in the skeletal 
muscle. Of the 8 patients who survived, 4 are 
completely active and have either only minimal 
to moderate fibrosis about some joints or insignifi- 
cant residual pigmentary changes. One has residual 
calcinosis about some of the joints. The other 4 
patients all had severe calcinosis, and 2 of them 
are now partially active and the other 2 are con- 
fined to bed because of contractures and fibrosis of 
the extremities. Specific therapy included adminis- 
tration of p-aminobenzoic acid, corticotropin, 
cortisone and its derivatives, and vitamin E. A 
beneficial effect of p-aminobenzoic acid was not 
observed. Corticotropin and/or cortisone deriva- 
tives provided a feeling of well-being and sup- 
pressed inflammatory signs in some patients, but 
these drugs did not alter the basic course or out- 
come of the disease. Small doses of vitamin E 
likewise failed. All patients who did not die early 
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in the course of the disease had physical therapy, 
including exercise, heat, and splinting, which 
played a major part in the prevention of crippling 
deformities. 

Dermatomyositis is a clinical entity which ob- 
tains its integrity from its unique clinical picture 
and rather typical course, eventuating in death, 
arrest, or recovery usually within 3 to 36 months. 
Although the histopathological features are fre- 
quently not diagnostic, the prominence of atrophy, 
necrosis, homogenization, and degeneration of 
skeletal muscle fibers is suggestive, particularly 
when accompanied by moderate inflammatory 
changes. The absence of necrotic, proliferative, or 
occlusive changes in the vascular walls and the 
absence of a positive L. E.-cell phenomenon is a 
persistent observation in the major reported series 
of dermatomyositis. The causation is unknown. 


Treatment of Arterial Hypertension with Ganglion- 
Blocking Agents: Clinical and Experimental Study. 
V. Ronnov-Jessen. Bibl. lager 149:91-180 (No. 3-4) 
1957 (In Danish) [Copenhagen]. 


The development of the bisquaternary ganglion 
blocking ammonium compounds is reviewed with 
special attention to preparations used in the 
treatment of hypertension. The susceptibility to 
these ganglion blocking agents varies in individu- 
als. Continuous treatment with hexamethonium 
and pentolinium usually results in considerable 
tolerance, so that after some weeks the effective 
dose will often be from 5 to 10 times higher than 
at the start of treatment. Of 96 patients, aged from 
20 to 77, about two-thirds of them women, almost 
all with severe hypertension, 28 received hexa- 
methonium at the beginning and the others, pento- 
lintum. In most cases treatment with hexa- 
methonium was superseded by pentolinium treat- 
ment. In 16 cases treatment was supplemented 
with reserpine. Eighty-four patients were treated 
for from 5 to 49 months. No convincing dif- 
ference was seen between the effect of hexa- 
methonium and pentolinium on the subjective 
symptoms. Rapid improvement in the subjective 
hypertensive symptoms occurred and at the same 
time some reduction of the blood pressure, and 
sometimes also improvement in other objective 
symptoms. The general health improved. The 
working capacity was increased in two-thirds of 
the patients treated for more than 5 months. The 
effect of the agents does not disappear on pro- 
longed application. 

On the last observation 69 patients were under 
treatment and had been treated for at least 5 
months. Sixteen patients had died, 9 during treat- 
ment, 7 after the termination of the treatment; 
the causes of death were the usual causes of 
hypertensive circulatory diseases. Treatment with 
hexamethonium and pentolinium is in many cases 
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associated with disturbing side-effects, which, how- 
ever, as a rule decrease in the course of continued 
treatment. A certain risk of grave complications 
can usually be prevented by careful dosage, slow 
increase of the doses, and careful instruction of the 
patient. Satisfactory results call for cooperation be- 
tween physician and patient. The effect of the 
treatment on the prognosis for life is not certain. 
The time of survival can be lengthened in patients 
with malignant hypertension with papilledema. 
With regard to combined treatment of hypertension, 
reserpine plus pentolinium seems to be the most 
effective. At present, application of ganglion block- 
ing agents is to be regarded as one of the best 
methods of treatment of severe hypertension. 


Cogan’s Syndrome Associated with Polyarteritis 
Nodosa: A Report of Three Cases. W. J. Crawford. 
Pennsylvania M. J. 60:835-838 (July) 1957 [Harris- 
burg]. 


A syndrome of nonsyphilitic interstitial keratitis 
and vestibuloauditory symptoms associated with 
vertigo, nystagmus, tinnitus, and usually complete 
deafness is referred to as Cogan’s syndrome. This 
syndrome is first noticeable with the bilateral ap- 
pearance of a patchy, granular type of infiltrate 
situated predominantly in the posterior half of 
the cornea, which becomes vascularized later in 
the course of the disease. Auditory symptoms may 
precede but usually follow the ocular symptoms. 
Mild leukocytosis and occasional eosinophilia are 
the only indications of a systemic disease, supposed 
to be intimately associated with Cogan’s syndrome, 
the origin of which was heretofore believed to be 
allergic, infectious, or vasomotor in nature. Two 
of the 3 patients reported developed systemic 
polyarteritis nodosa, the 3rd patient showing signs 
of a systemic disease of the collagen variety. These 
findings lend credence to the idea that Cogan’s 
syndrome is an early localized manifestation of 
polyarteritis nodosa capable of an acute fatal or 
chronic course. 


ACTH and Cortisone in Trichinosis. G. L. Brinkman 
and L. Koos. J. Michigan M. Soc. 56:867-870 (July) 
1957 [St. Paul, Minn.]. 


Treatment with corticotropin and cortisone has 
greatly altered the picture of trichinosis. It is now 
possible to obtain complete symptomatic relief 
within 48 hours, and no deaths have been reported 
in patients receiving steroid therapy. Although 
these drugs have been available for 8 years, the 
American and Canadian literature report only 17 
and the foreign literature only 12 patients in whom 
trichinosis was treated with corticotropin and corti- 
sone. Dramatic response was obtained in all of the 
patients. The 3 new cases presented here concern a 
Hungarian man, his wife, and their 15-year-old 
son. The diagnosis was first suspected because the 
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authors were aware of the fact that Hungarians 
eat uncooked meat. Muscle biopsy in the father 
confirmed the diagnosis, and mother and son had 
eaten the same uncooked bacon. All 3 patients 
were treated with Acthar gel and _ responded 
favorably. 

The steroid hormones have no _ parasiticidal 
effect, and the mode of action is still undecided. 
Most observers agree that the symptoms and signs 
of this infection represent an allergic response on 
the part of the host and that these drugs merely 
modify this reaction. A further reason for using 
corticotropin and cortisone is that it probably 
protects the patient against the serious complication 
of myocarditis, which is the commonest cause of 
death in these patients. Although the_larvae invade 
the myocardium, encystment does not normally 
take place. Areas of focal necrosis and inflammation 
occur, often proceeding to fatty degeneration, with 
death from myocardial failure resulting between 
the 4th to 8th week of the illness. There is con- 
siderable justification for maintaining therapy until 
the danger of myocarditis is past, and, for this 
reason, 6 weeks would appear to be a minimum 
period during which these drugs should be given. 


Death Rate in Diabetics. P. Montenero and A. 
Colletti. Minerva med. 48:2083-2087 (June 16) 1957 
(In Italian) [Turin, Italy]. 


The authors studied the medical histories of 467 
diabetic patients who died in a large hospital in 
Rome between 1921 and 1955; 2,498 diabetic 
patients were admitted to the same hospital during 
the same period. Two hundred forty-five of the 
467 patients were male and 222 were female. The 
study showed that the death rate has diminished 
markedly during the last 10 years; 12.8% of the 
patients died in the period 1951-1955 and 24.8% in 
the period 1921-1925. The death rate of men was 
higher than that of women; this difference has 
disappeared since 1945. The average age at the 
time of death has increased steadily: it was 56.2 
years in the period 1951-1955. The use of insulin 
has advanced the life expectancy from 4.1 years in 
1921-1925 to 9.3 years in 1951-1955. Coma was 
the most frequent cause of death before 1940; since 
then 50% of the diabetic patients died of vascular 
disease and only 24.3% died of coma. 


SURGERY 


Paradoxical Hypertension Following Resection of 
Coarctation of Aorta. W. C. Sealy, J. S. Harris, 
W. G. Young and H. A. Callaway. Surgery 42:135- 
147 (July) 1957 [St. Louis]. 


Significant hypertension was found to have oc- 
curred in 2 separate unrelated periods after repair 
of coarctation of the aorta. In this study the first 
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or immediate type of hypertension was based on 
the following criteria: (1) the hypertension is 
limited to the first 36 hours postoperatively, (2) the 
arm systolic level is greater than the maximum pre- 
operative levels, and (3) there is an increase in the 
popliteal artery blood pressure, excluding the 
possibility of recurrent aortic obstruction. The 
criteria for the second or delayed type of hyper- 
tension are as follows: (1) it begins after the second 
postoperative day and subsides in 7 to 14 days, (2) 
the systolic and diastolic or diastolic elevations are 
greater than levels just after the operation, and (3) 
there is an increase in the popliteal artery pressure. 
Of the 30 patients with postoperative blood pres- 
sure studies considered adequate for review, 7 
had an increase in blood pressure over the pre- 
operative level within 36 hours, 14 exhibited the 
second or delaved type of hypertension (one patient 
demonstrating both the immediate and the delaved 
type), and 10 did not develop postoperative hyper- 
tension. With one exception popliteal artery pressure 
also increased above preoperative levels, ruling out 
the recurrence of aortic obstruction. Of particular in- 
terest was the occurrence of abdominal pain in 5 of 
the 6 patients with serious associated anomalies in 
the delayed hypertension group, hypertension per- 
sisting for the longest duration in one of the patients 
who developed necrosis of the intestine. This ab- 
dominal pain was generalized, intermittent, and 
cramping and was associated with anorexia, nausea, 
and vomiting. Instances of leukocytosis, a moderately 
distended abdomen with indefinite and poorly local- 
ized tenderness, peristaltic sounds, segmental dilata- 
tion and gas retention, and easily film-visible edema 
are likewise associated with this abdominal pain. 
Abdominal exploration in 2 instances revealed seg- 
mental areas of necrosis of the intestinal wall so 
extensive in one that nearly all of the ileum was 
damaged. Reduction of the hypertension by the 
sympathicolytic drug hydralazine hydrochloride 
was followed by relief of the abdominal pain and 
by eventual recovery in 2 other instances. 

The immediate or first tvpe of hypertension is 
postulated as being due to a disturbance in the 
baroreceptor mechanisms of the aorta and_ the 
carotid arteries. The second or delayed type _ is 
more important and is in all likelihood the initial 
step in the chain of events progressing from vas- 
cular spasm to vascular degeneration and death 
from the effects of tissue necrosis in the intestinal 
tract. The outstanding pathological features of the 
advanced vascular lesions are the localization of 
these changes to vessels originating below the level 
of coarctation, the close similarity of the vascular 
changes to those found in renal hypertension, and 
a predisposition for the vessels of the small in- 
testine. Three theories are projected as plausible 
explanations for the unusual paradoxical hyper- 
tension: the presence of emboli to the kidneys with 
the production of chronic renal hypertension; in- 
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creased blood flow to the adrenals followed by in- 
creased epinephrine and norepinephrine secretion 
producing vascular spasm; and the sudden release 
of the aortic obstruction followed by a consider- 
able increase in the systolic pressure in the lower 
half of the body leading to vascular spasm. 


Aorticopulmonary Septal Defect: Diagnosis and 
Surgical Treatment. D. A. Cooley, D. G. McNamara 
and J. R. Latson. Surgery 42:101-120 (July) 1957 
[St. Louis]. 


A defect of the aortic septum is a congenital 
anomaly resulting in free communication between 
the ascending aorta and the adjacent main_pul- 
monary artery, producing serious physiological dis- 
turbances and providing a challenge in both clinical 
diagnosis and surgical repair. This defect ensues if 


_ there is interference with or interruption of fusion 


of the septa or if the heart rotates incompletely or 
not at all. Three types of embryologic defect may 
result from disorders in this area: interventricular 
septal defect, persistent truncus arteriosus, and 
aorticopulmonary defect. Differential diagnosis is 
difficult because of similar physiological effects and 
the proximity of anatomic locations. Not one ante- 
mortem clinical diagnosis of the condition was 
made prior to 1949. The defect may be relatively 
small (less than 1 cm.) or it can measure as much 
as 2 to 6 cm. Cardiac enlargement is uniformly 
present, physical retardation is common, and de- 
formation of the anterior chest wall occurs fre- 
quently. Wide pulse pressure and a variety of 
murmurs, ranging from a loud continuous machin- 
ery murmur to a soft systolic murmur, and often 
no murmur at all, are of some diagnostic signifi- 
cance. Roentgenograms and fluoroscopy reveal 
cardiac enlargement, increased pulmonary vascu- 
larity, and striking dilatation of the main pulmonary 
trunk, while electrocardiograms indicate a left or 
a combined left and right ventricular hypertrophy 
if pulmonary hypertension is present. Cardiac 
catheterization may be the only means of making 
a definitive diagnosis in this anomaly, the course 
that the catheter takes being important in dis- 
tinguishing aorticopulmonary defect, where the 
catheter passes from the pulmonary artery and as- 
cends into the innominate artery, and a_ patent 
ductus arteriosus, where the catheter readily enters 
the descending thoracic aorta rather than the aortic 
arch. Dye studies using Evans blue or methylene 
blue dye are useful in confirming catheter findings, 
especially when the aorta cannot be catheterized 
from the pulmonary artery. Retrograde aortography 
is mentioned as perhaps the most important diag- 
nostic aid for aorticopulmonary defect alone. The 
above defect is differentiated from a_ persistent 
truncus arteriosus in which the enlarged semilunar 
valve sinuses of the common outlet valve are out- 
lined. Surgical repair of the defect encounters no 
fewer problems than those to be found in clinical 
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diagnosis and is hindered by hemorrhage from the 
posterior side of the defect, by the fact that the de- 
fect represents not a ductal remnant but a failure 
of development of a septum between 2 large and 
relatively high-pressure vessels, by pulmonary hy- 
pertension, and by thinness of the posterior wall of 
the fistula due to aneurysmal dilatation. Three cases 
of aorticopulmonary defect are described with suc- 
cessful repair using general body hypothermia in 
one patient and temporary cardiopulmonary bypass 
with 2 patients. Induced cardiac arrest with cardio- 
pulmonary bypass seems to provide optimum condi- 
tions for the surgical repair of this defect. 


PEDIATRICS 


Infantile Amaurotic Family Idiocy: A Genetic Ap- 
proach. P. J. Kozinn, H. Wiener and P. Cohen. 
J. Pediat. 51:58-64 (July) 1957 [St. Louis]. 


Infantile amaurotic familial idiocy, or Tay-Sachs 
disease, is a genetically determined degenerative 
disorder of the central nervous system. During a 
12-year period, 58 deaths from infantile amaurotic 
familial idiocy were reported in New York City. 
The yearly incidence of the disease, in new cases 
per total births, is 1 per 8,300 for Jews and 1 per 
450,000 for non-Jews. The average life span in this 
disease is 27 months, and there is no sex predilec- 
tion. The earliest symptoms of infantile amaurotic 
familial idiocy were auditory or visual. The former 
consisted of hyperacusis and the latter of squinting, 
crossing, and wandering motions of the eyes. Occa- 
sionally, marked tremors of the extremities and 
face were noted and tetany was suspected. The 
symptoms that usually first bring forth the parents’ 
concern are sluggishness and lack of attentiveness. 
The infant makes little progress and subsequently 
loses the achievements previously acquired. Oph- 
thalmoscopic examination reveals the most char- 
acteristic feature of this disease—a bright cherry- 
red spot in the center of a white area, occupying 
the area of the macula lutea. 

Pathologically, infantile amaurotic familial idiocy 
is characterized by abnormal cellular lipids in gan- 
glion cells throughout the central nervous system. 
In the retina, the changes are limited to the nerve 
cell layer, with thinning-out in the region of the 
macula and the appearance of phagocyte-like cells 
loaded with lipoid materials. The histological 
lesions emerge in the neurons of the cerebrum, 
cerebellum, medulla, spinal cord, and autonomic 
ganglions and begin, as in the macula, with swell- 
ing of the cell body, disintegration of the tigroid 
substance, and simultaneous appearance of fatty 
substances. The accumulated fatty substances have 
recently been demonstrated to represent a new 
group of lipids, called gangliosides, differing from 
other cerebrosides by the presence of neuraminic 
acid. These lipids normally make up 0.3% of the 
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solids in the infant's brain, while in this illness they 
rise in concentration to 4 to 8%, partially replacing 
the cerebrosides. In view of these findings, the 
basic defect in infantile amaurotic idiocy has been 
postulated as a developmental failure in a specific 
enzyme system, leading to the progressive ac- 
cumulation of an abnormal by-product of inter- 
mediate lipid metabolism. The gross autopsy find- 
ings have been shown to be roughly correlated 
with duration of the illness. There is central nervous 
system atrophy during the first year, patchy en- 
cephalomalacia and meningeal fibrosis during the 
second, and hydrocephalus thereafter. 

Infantile amaurotic idiocy is transmitted as a re- 
cessive trait. The frequency of persons carrying a 
gene specific for this disease, without presently 
demonstrable alteration in their physical make-up, 
is estimated as 1 in 50 for Jews and 1 in 300 for 
non-Jews. Once a child is born with infantile amau- 
rotic idiocy, the chance of each subsequent sibling 
having the disease is 25%. Sterilization or contra- 
ception may be acceptable solutions to some 
parents. Others may be strongly desirous of having 
further children if the risk of recurrence can be 
minimized. Artificial insemination offers such an 
approach. Selection of a non-Jewish donor, or a 
Jew of Sefardic ancestry, for artificial insemination 
markedly reduces the possibility of further siblings 
with Tay-Sachs disease. Siblings and cousins of 
infants with amaurotic familial idiocy should exer- 
cise caution in selection of marriage partners. 


Treatment of Acute Purulent Meningitis with Tetra- 
cycline. R. Koch and H. Hansen. |. Pediat. 51:65-75 
(July) 1957 [St. Louis]. 


Tetracycline alone was used to treat 19 patients 
with purulent meningitis and was found effective 
in all but 1 patient. The over-all result was 18 re- 
coveries and 1 death. Among the 18 who recovered, 
1 patient required additional antibiotics and 4 suf- 
fered complications: 2 had subdural effusion and 
in 2 micrococcic infection developed. The death 
occurred in a 2-month-old male infant with con- 
genital hydrocephalus. Local inflammatory changes 
at the site of intravenous injections of tetracycline 
occurred regularly with the dosage used. In 2 pa- 
tients areas of necrosis and sloughing developed 
due to the infiltration of the drug into surrounding 
subcutaneous tissue. The intramuscular adminis- 
tration of tetracycline caused pain at the site of 
injection, and abscesses developed in the buttocls 
of 3 of the 19 children. 

Multiple determinations of serum and cerebro- 
spinal fluid concentrations demonstrated that tetra- 
cycline readily crosses the blood-brain barrier in 
therapeutic concentrations in patients with acute 
purulent meningitis. The dosage of 75 mg. per 
kilogram of body weight per day of tetracycline 
given intravenously or intramuscularly produces 


effective therapeutic blood and cerebrospinal fluid 
levels. Parenteral administration produces 3 to 6 
times greater concentrations of tetracycline in the 
blood and cerebrospinal fluid than comparable oral 
dosage. The physician must remain alert and watch 
for superimposed infection with micrococci and 
gram-negative organisms during both tetracycline 
and chloramphenicol therapy. 


DERMATOLOGY 


The Melanocytic (Pigmented) Nevus: A Discussion 
of Its Management. B. Shaffer. J. Chron. Dis. 6:109- 
119 (Aug.) 1957 [St. Louis]. 


The author suggests the term “melanocytic 
nevus” as a more satisfactory one than the designa- 
tion “pigmented nevus” or common “mole” because 
the lesion is made up of melanocytes. This name 
will differentiate it from pigmented spots of other 
cellular constituents, with which it is often con- 
fused. About 50% of the melanomas that arise on 
the skin start in melanocytic nevi that present the 
pathological picture of junctional activity, i. e., pro- 
liferative changes which in their early stage are 
located at the epidermodermal junction. Melano- 
cytic nevi in which junctional activity is absent do 
not ordinarily give rise to malignancy. Based on 
clinical features the presence or absence of junc- 
tional activity in melanocytic nevi can be clinically 
predicted with a fair degree of reliability. It be- 
comes possible, therefore, with reasonable accu- 
racy, to recommend for prophylactic removal those 
lesions which are potentially malignant. 

Melanocytic nevi having junctional activity are 
apt to be flat, slightly elevated with a surrounding 
flat pigmented ring, or verrucous in appearance, 
while those that are elevated, sessile, polypoid, or 
pedunculated are usually free of junctional activity. 
Junctional activity tends to be lost with age in most 
nevi. It is likely to be retained, however, in nevi 
on the hands, feet, and in the anal and genital 
regions. Melanocytic nevi should be prophylacti- 
cally removed when (1) they show signs of incipient 
malignancy; (2) are present on the hands, feet, and 
in the anal and genital regions; (3) are subject to 
trauma; and (4) show signs of having retained 
junctional activity after the age of 40 years. All 
nevi removed prophylactically should be adequate- 
ly excised and examined microscopically. 


UROLOGY 


Malacoplakia: Report of Case, Review of Literature. 
M. M. Melicow. J. Urol. 78:33-40 (July) 1957 
[Baltimore]. 


The case reports of 67 patients with malaco- 
plakia were reviewed and an additional patient 
was reported on. The disease is more common in 
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women (1:4) and can occur at any age. Its greatest 
incidence (35%) is in the 5th decade of life. Malaco- 
plakia is essentially a granuloma. Its etiology is 
unknown. Slightly raised, yellowish-brown, soft 
plaques composed of histiocytes and lymphocytes 
are the typical and diagnostic features of this condi- 
tion. It occurs most frequently in the bladder but 
may also involve the ureters and pelves. Malaco- 
plakia has a self-limited course and usually does not 
require excision or resection. In most of the 
patients, particularly in those reported on before 
1920, the disease was an autopsy finding. Since 
1920 it has been discovered on cystoscopy. Lavage 
with silver nitrate and oral administration of sul- 
fonamides were given. Fulguration was the pro- 
cedure of choice. It is emphasized that malaco- 
plakia must be differentiated from a neoplasm. 


Congenital Cystic Hydrocalicosis (Unilateral Multi- 
cystic Disease), A. J]. Fink, W. B. Garlick and 
A. Stein. J. Urol. 78:22-27 (July) 1957 [Baltimore]. 


A 6-month-old male infant was admitted to hos- 
pital for the third time with symptoms of recurrent 
fever, failure to gain weight, transient pyuria, and 
no palpable renal mass. Intravenous pyelograms 
on the 2 previous admissions showed a normal left 
kidney and an absent right renal shadow. Retro- 
grade pyelography and cystoscopy revealed ab- 
sence of the right ureteral orifice. The impression 
of the urologist was a probable right renal agenesis. 
An ectopic ureteral orifice was not found. There was 
an apparent small blind cellule, impenetrable to 
catheters and resistant to retrograde introduction of 
dye. Urine specimens were negative for pus cells. 
A flank exploration was performed. About 8 small 
connected cysts were found and were dissected 
from the posterior parietal peritoneum. These cysts 
were attached to a dilated redundant ureter which 
was distended and tense with urine. As it ap- 
proached the bladder it became a_ filamentous 
cord. The operative specimen revealed a pinhole 
opening at the end of the aplastic ureter which 
ejected a tiny drop of purulent urine on compres- 
sion of the proximal cysts. No renal tissue could 
be found. Nephroureterectomy was performed. The 
authors believe that this abnormality is the result of 
partial to complete failure of union of the primi- 
tive ureter and the nephrogenic blastema as a 
result of hydrocalicosis caused by proximal ureteral 
obstruction. Thus, the “grapes on a stem” were di- 
lated calyces capable of communicating with the 
pelvis, becoming secondarily infected, and dis- 
charging purulent urine. This cystic, hypoplastic 
malformation is a unilateral, noninherited, non- 
progressive, congenital condition that should be 
considered an indication for flank exploration, par- 
ticularly in the pediatric age group. A more de- 
scriptive alternative term for unilateral multicystic 
disease should be “congenital cystic hydrocalicosis.” 
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THERAPEUTICS 


Evaluation of Adrenocortical Function with Intra- 
muscular Injection of ACTH Gel. V. DeFilippis and 
I. I. Young. New England J. Med. 257:1-6 (July 4) 
1957 [Boston]. 


A mean rise in urinary 17-hydroxycorticosteroids 
of 19 mg., with a range of 5.5 to 39.4 mg., was ob- 
served in 32 subjects without disease of the pitui- 
tary-adrenal axis or other endocrine disease. Only 
one had a value less than 7.3 mg. per 24 hours. Five 
tests were carried out in 4 patients with established 
Addison's disease. There was no appreciable rise in 
urinary 17-hydroxycorticosteroids. Daily adminis- 
tration of 100 units of corticotropin (ACTH) gel for 
2 or 3 days failed to elicit any subsequent response. 
Three patients with Cushing’s syndrome due to 
bilateral adrenocortical hyperplasia had basal levels 
of 17-hydroxycorticosteroids well above normal. 
The absolute rise on the first day fell within the 
normal range in the remaining patient. A month 
after unilateral adrenalectomy this patient  re- 
sponded to LOO units of corticotropin by excreting 
approximately half the total preoperative rise in 
17-hydroxycorticosteroids. In one of these 3 patients 
the rise obtained after intramuscular injection of 
corticotropin was higher than that obtained with 40 
U.S. P. units of corticotropin given intravenously 
over an S8-hour period. A patient with hypopitui- 
tarism maintained on 25 units of corticotropin per 
day for more than 3 years also had a normal re- 
sponse. Three of 5 patients with myxedema had 
normal responses to the 1L0O-unit corticotropin-gel 
test. One patient with long-standing myxedema 
was tested on 2 occasions with different lots of 
corticotropin, without an appreciable rise in 17- 
hydroxycorticosteroids. The remaining patient failed 
to respond to a 2-dav intramuscular test. The 
poor response encountered in a certain number 
of patients during a 2-day period was apparently 
due to the fact that the corticotropin employed 
was of substandard potency, rather than to an 
unpredictability in corticotropin release from the 
intramuscular depot. The 1LOO-unit intramuscular 
corticotropin-gel test is approximately comparable 
in reliability to the intravenous test, if material of 
established potency is used. 


Benzathine Penicillin G, Alone and in Combination 
with Procaine Penicillin, in Outpatient Treatment 
of Medically Indigent Children with Acute Respira- 
tory Infections. |. H. Githens, W. G. Campbell and 
J. L. Tong. Antibiotic Med. 4:333-342 (June) 1957 
[New York]. 


The therapeutic efficacy of a single injection of 
benzathine penicillin G (alone and in combination 
with procaine penicillin) was compared with 5 
daily doses of procaine penicillin in the treatment 
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of acute upper respiratory infections. A total of 230 
children from medically indigent families was in- 
cluded in the study. One hundred thirty-four pa- 
tients received one of the benzathine penicillin 
products and 96 patients in the control group were 
treated with 5 consecutive daily doses of procaine 
penicillin (30,000 units per day). The clinical re- 
sponse to a single injection of 600,000 units of 
benzathine penicillin G was comparable to 5 daily 
consecutive injections of 300,000 units of procaine 
penicillin. The addition of 300,000 units of procaine 
penicillin to the benzathine penicillin G gave slight- 
lv better clinical results than benzathine or pro- 
caine alone. Consistently higher penicillin blood 
levels were obtained with the preparations con- 
taining benzathine penicillin combined with pro- 
caine penicillin than with the benzathine penicillin 
alone. Assurance of adequate treatment and lower 
cost of administration highly favors the use of 
long-acting penicillin products in a medically indi- 
gent outpatient population. 

Before any conclusions are drawn from this study 
it should be remembered that a high percentage 
of children with upper respiratory infections will 
recover without antibiotics or other chemotherapy. 
A large percentage of these infections are known 
to be “viral” in origin and may be clinically difficult 
to differentiate from those of bacterial etiology. 
This fact is suggested in the present study by the 
lack of correlation of penicillin levels with the 
clinical results in those patients with a “poor” or 
“unsatisfactory” response to therapy. With 600,000 
units of benzathine penicillin G, with or without 
the addition of procaine penicillin, one can expect, 
in the majority of children, levels that are thera- 
peutically effective against the beta-hemolytic 
streptococci for at least 7 days. In most instances, 
this should be adequate for the prevention of rheu- 
matic fever. 


Comparison of the Blood Levels of Various Prepa- 
rations of Penicillin Given for Prophylactic Treat- 
ment of Rheumatic Fever. P. \lozziconacci, C. Ger- 
beaux and Y. Dupuy-Joie. Semaine hop. Paris 
34:2160-2171 (June 6) 1957 (In French) [Paris]. 


Prophylaxis of rheumatic fever is based on the 
idea that small doses of antibiotics, administered 
continually, prevent the growth of group A hemo- 
lytic streptococci. The author tested the penicillin 
blood level of penicillin G, penicillin V, and benza- 
thine-penicillin G, the latter administered both 
orally and intramuscularly. The same _ penicillin 
blood level requires 5 times larger doses of orally 
administered penicillin G than when given intra- 
muscularly. Benzathine-penicillin has a retarded 
effect. The blood level of penicillin V is higher than 
that of benzathine-penicillin given by mouth. Rates 
vary in different patients and in the same patient. 
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The authors administered intramuscularly 180 doses 
of benzathine-penicillin G. After 6 days 2 patients 
had no perceptible blood level; one of them re- 
lapsed. After 15 days 50% had a perceptible blood 
level. After 24 hours 33% of the patients retained 
an active penicillin blood level. The rates observed 
by the authors were lower, particularly after the 
7th day, than those obtained ‘by other clinicians. 
Another test revealed that blood levels of penicillin 
G and of penicillin V, administered orally, are about 
5 times higher than that of benzathine-penicillin G. 
For this reason the former 2 can be used for the 
treatment of streptococcic infection. Benzathine- 
penicillin G, administered orally, is the only one 
with which a perceptible blood level lasts 7 hours 
after administration. Benzathine-penicillin G_ ad- 
ministered intramuscularly is effective for 23 days. 
The authors believe that for continual prophylaxis 
it is superior to other forms of penicillin. However, 
its blood level varies with different patients, and 
that probably accounts for the few failures in the 
prevention of rheumatic fever. 


Treatment of Alcoholic Cirrhosis with Delta-cor- 
tisone. M. Cachin, F. Pergola, P. Slama and others. 
Arch. mal. app. digest. 44:513-534 (June) 1957 (In 
French) [Paris]. 


A total of 50 patients with alcoholic cirrhosis was 
treated with metacortandracin (delta-1-dehydro- 
cortisone). Ascites and severe water and sodium 
chloride retention were present in 45 patients. 
There were 5 patients without ascites, proved by 
needle biopsy of the liver; 31 had severe ascites, 
associated with jaundice in 10; and 14 patients were 
admitted with most severe alcoholic cirrhosis asso- 
ciated with precoma, cachexia, and signs of severe 
malnutrition. Most of these patients had also 
marked mental disorders. The patients were given 
‘an average daily dose of 30 mg. metacortandracin 
for from 20 days to 3 months. The drug was then 
gradually withdrawn. The effect of corticotherapy 
is a feeling of well-being and increase of appetite 
and, therefore, gain in weight. This effect was seen 
in 30 of 36 patients with moderately severe alco- 
holic cirrhosis and even in 7 of 14 patients who 
were most severely affected. A marked effect of 
the drug on aqueous diuresis was observed in 24 
patients and moderate diuresis in 11; in 15 patients 
the diuresis was poor. The urinary sodium excre- 
tion was studied in 33 patients. Excellent results 
were obtained in 14 patients 10 days after treatment 
with metacortandracin was started. The increase of 
urinary sodium was moderate in 5 patients, in 2 it 
took place previous to the hormone treatment, and 
12 were failures. A complete disappearance of 
ascites and edema took place in 22 of 45 patients. 
Improvement was seen in 7. The prognosis of 6 
patients, which seemed to be utterly poor, was 
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completely changed by the treatment with meta- 
cortandracin. Little improvement was seen in the 
biological syndrome. The examination of 12 patients 
by needle biopsy previous to and after the treat- 
ment showed no change. The drug is often effective 
in water-sodium retention, but it cannot cure cir- 
rhosis. The only side-effects were those concerning 
digestion. Hematemesis was observed in 3 patients, 
2 of whom died; no gastric ulceration was found in 
one of these at autopsy. Hepatic coma was the 
cause of death in 8 patients who died during treat- 
ment. Preliminary radiologic examiantion is essen- 
tial, since contraindications for treatment with 
metacortandracin are the presence of diabetes and 
of gastroduodenal ulcer. Pulmonary tuberculosis 
is not a contraindication if antitubercular treatment 
is combined with the hormone therapy. 


Action of Delta-cortisone on Alcoholic Cirrhosis 
with Ascites. Fraisse, Plan and Brondel. Arch. mal. 
app. digest. 46:535-554 (June) 1957 (In French) 
[Paris]. 


The results of treatment with metacortandracin 
(delta-1-dehydrocortisone) in 18 patients with alco- 
holic cirrhosis associated with ascites are reported 
on. Ascites disappeared completely in 8 patients. 
Disappearance of edema was parallel to that of 
ascites; no residual edema was seen after the clinical 
regression of ascites. Pleural effusion disappeared 
in 2 patients. The drug acted favorably on diuresis 
in 16 of the 18 patients. An attempt was made to 
increase the dose of the drug up to 60 mg., but the 
results remained the same; there were unfavorable 
effects on the neuropsychic condition of the pa- 
tients. The polyuric action became normal 3 or 4 
days after treatment was started and lasted for 
several weeks after the drug was withdrawn. This 
polyuria was backed up by the urinary sodium 
excretion. The elimination of sodium increased 
rapidly on the 2nd to the 5th day of treatment, from 
an average of 23 mEq. to 72 mEq. Fever subsided 
within 2 or 3 days. A general well-being and in- 
crease of appetite was observed in all patients, as 
usual with corticotherapy. Side-effects attributable 
to the drug were chiefly infectious complications. 
Contraindications to the use of delta-cortisone are 
diabetes, cardiac and renal insufficiency, ulcer, 
neuropsychiatric disorders, and tuberculosis. The 
antiedematous action appeared to effect especially 
the reduction of the hypersecretion of aldosterone, 
which is present in patients with alcoholic cirrhosis 
and ascites. Also, an anti-inflammatory action on 
the hepatic lesions was observed. Although treat- 
ment with metacortandracin cannot be substituted 
for previously proved treatment, such as proteino- 
therapy, this drug plays an important role in the 
treatment of ascites of alcoholic cirrhosis. 
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BOOK REVIEWS 


Textbook of Pathology with Clinical Applications. By 
Stanley L. Robbins, M.D., Associate Professor of Pathology, 
Boston University School of Medicine, Boston. Cloth. $18. 
Pp. 1351, with 933 illustrations. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftes- 
bury Ave., London, W.C.2, England, 1957. 


Intended for students and clinicians, this textbook 
emphasizes relating pathological findings to clinical 
practice. A noteworthy feature is the fashion in 
which systemic diseases are presented comprehen- 
sively, rather than the changes in the individual 
organs discussed separately. The logical organiza- 
tion of the individual chapters is helpful. Initially, 
there is a description of the lesions, and this is fol- 
lowed by a consideration of normal features, then 
by the major disease changes, and finally by a cor- 
relation of disease changes and clinical features. 
Especially valuable is the double-column method 
of presentation. Most of the illustrations are of high 
quality, although it is likely that figure 33 on page 
35 and figure 36 on page 38 will be replaced in sub- 
sequent editions. The book represents a modern 
approach to pathology in most instances. 

The criticisms that must be directed toward this 
book are those which would be valid for any new, 
single-authored textbook. It seems impossible for 
one man to keep up with all the facets of pathology 
and with the rapid advances in the field. In this 
textbook, for example, hemorrhage into an athero- 
matous plaque is mentioned casually, as is elevation 
of the serum transaminase level in myocardial in- 
jury. No mention is made of the histochemical 
changes occurring in the ischemic myocardium. 
However, the section on the effect of ionizing 
radiation is quite good and up to date, and that on 
diabetes and its renal complications is excellent. 
There is a certain uneveness in the handling of 
various sections, which seems to be inevitable when 
one author attempts to develop his unified concept 
of pathology in such detail. 

Despite these minor criticisms the book is a 
tour de force. It is worthy of note that so busy and 
productive a pathologist has been able to produce 
a textbook of this superior quality. The book weighs 
3.3 kg., as compared to a recent multi-authored 
textbook which weighs 3.4 kg. and a recent single- 
authored textbook which weighs 2.8 kg. One of the 
other older standard textbooks of pathology which 
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has run through many editions weighs only 2 kg. 
These figures represent a serious consideration from 
the viewpoint of the student as certainly as they 
represent a dilemma from the viewpoint of the 
author. One may write a detailed reference book, 
or one may choose to deal with general principles 
of disease and keep the volume fairly small and 
compact. Robbins’ textbook falls into the former 
category, and whether this should be done by 
many authors or by a single author is a matter 
about which much argument might be engen- 
dered. The single-authored textbook has the ad- 
vantage of being derived from the experience of 
one person, while the multi-authored textbook 
probably contains more modern and _ precise 
information. 


The Pathogenesis of Coronary Occlusion. By A. D. 
Morgan, M.A., M.D. With foreword by John B. Duguid, 
M.D., Professor of Pathology, University of Durham, Dur- 
ham, England. Cloth. $8.50. Pp. 171, with 182 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, IIl.; Blackwell Scientific Publications, 24-25 
Broad St., Oxford, England; Rverson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1957. 


With great courage Dr. Morgan has plunged 
into one of the most controversial medical subjects 
of the time and has produced a carefully written, 
well-balanced, and accurate monograph. Because 
of his training as a pathologist, the author quite 
naturally emphasizes the developmental aspects of 
the disease from the anatomic point of view. He 
also presents in adequate detail current information 
on the biochemical aspects of coronary artery dis- 
ease and coronary occlusion. He has been partic- 
ularly skillful in separating fact from theory. In the 
last chapter he states, “The evidence suggests that 
we may be wrong in regarding atherosclerosis as a 
specific disease rather than a non-specific reaction 
by the artery wall to a variety of noxious stimuli.” 
Furthermore, he points out that in the attempt to 
find the cause of coronary occlusion there has been 
too much concentration on the changes taking place 
in the coronary artery and not enough attention 
paid to the changes in the blood when a thrombus 
is formed in the vessel. He indicates, as others have, 
that extensive coronary atherosclerosis can be pres- 
ent without thrombosis, and, on the other hand, 
that thrombosis can occur in an arterial branch 
with minimal atherosclerosis. The text is clear, well 
written, and accompanied by excellent illustrations. 


— 
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The bibliography is extensive, and there is a good 
index. This book can be read profitably by any 
physician, but particularly by the internist and 
cardiologist. 


Obesity: Its Cause, Classification, and Care. By E. Philip 
Gelvin, M.D., F.A.C.P., Associate in Medicine, New York 
Medical College, Flower and Fifth Avenue Hospital, New 
York, and Thomas H. McGavack, M.D., F.A.C.P., Professor 
of Clinical Medicine, New York Medical College, Flower 
and Fifth Avenue Hospital. Cloth. $3.50. Pp. 146. Paul B. 
Hoeber, Inc. (medical book department of Harper & Broth- 
ers), 49 E. 33rd St., New York 16, 1957. 


The medical profession has wholeheartedly en- 
dorsed the need to treat obesity for the improve- 
ment of health. The treatment of overweight has, 
however, occupied a position of low prestige, in- 
duced in part, perhaps, by the activities of non- 
scientific groups and individuals and the consequent 
reluctance of physicians to become identified with 
them. The publication of this volume is a worthy 
attempt to demonstrate that management of obesity 
is an intricate medical problem, which deserves our 
serious attention. The authors discuss simply but 
adequately the various factors involved: nutritional, 
metabolic, endocrine, neurological, and psychologi- 
cal. They indicate also the many difficulties en- 
countered in the handling of the patient. Perhaps the 
psychological factors involved in the resistance to 
therapy could stand elaboration. The material in 
this volume is based on a long, intimate experience 
with obese patients. The presentation is a well- 
balanced and sympathetic approach to a frequently 
difficult problem involving a powerful instinct, 
the urge to eat. 


Kaposi's Sarcoma: Multiple Idiopathic Hemorrhagic Sar- 
coma. By Samuel M. Bluefarb, B.S., M.D., F.A.C.P., Asso- 
ciate Professor of Dermatology, Northwestern University 
Medical School, Chicago. Publication number 308, American 
Lecture Series, monograph in Bannerstone Division of 
American Lectures in Dermatology. Edited by Arthur C. 
Curtis, M.D., Chairman, Department of Dermatology and 
Syphilology, University of Michigan Medical School, Ann 
Arbor. Cloth. $5.50, Pp. 171, with 67 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1957. 


This monograph is the initial publication in a 
series of studies on cutaneous manifestations of dis- 
eases of the reticuloendothelial system. Accordingly, 
the principal portion of the text is devoted to the 
cutaneous manifestations of multiple idiopathic 
hemorrhagic sarcoma, although other facets of the 
disease are also discussed. These include etiology, 
pathology, symptomatology, differential diagnosis, 
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and therapy. The book is well written, in a manner 
that reflects a great deal of study and a wide experi- 
ence in the field. The material is presented in a 
simple and logical sequence. As Dr. Herbert Rattner 
notes in his introduction, it is not important that 
the author is unable to ascribe the disease to a 
single cause, or that his discussion of treatment ends 
on a depressing note; but the value of the book lies 
in the fact that all the available facts on Kaposi's 
sarcoma are here recorded. The volume is well 
documented and well indexed. Remarkably _thor- 
ough and systematic in the coverage of the litera- 
ture, well printed on good paper, and amply 
supplied with original photographs, this is a work 
which is at once useful and readable. This book is 
highly recommended as an authoritative source 
of reference on a disease with many obscure and 
diverse manifestations. 


Modern Therapy in Neurology. Edited by Francis M. 
Forster, M.D., Dean and Professor of Neurology, George- 
town University School of Medicine, Washington, D. C. 
With foreword by H. Houston Merritt, \f.D., Professor of 
Neurology, College of Physicians and Surgeons, Columbia 
University, New York. Cloth. $12. Pp. 792, with illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3. 
1957. 


This book presents clinical discussions by 22 
contributors (including the editor). The contents 
are arranged in 18 chapters, 16 of which deal with 
particular nervous diseases, their symptoms and 
treatment. The penultimate chapter is devoted to a 
discussion of the role of rehabilitation, while the 
last chapter deals with the use of tranquilizing 
drugs. The book is intended to emphasize the 
improved therapeutic outlook in the field of medical 
neurology even though adequate therapy is still not 
available for many diseases of the nervous system. 
Descriptive and diagnostic material is included for 
clarification, but this appears in smaller type than 
the main text. A list of references annotated in the 
text is included at the end of each chapter, and a 
general index is provided at the end of the book. 
The discussions of therapy are for the most part 
critical as well as constructive..The chapter on 
tranquilizing agents includes a discussion of most of 
the drugs which have been numbered in this rather 
vague and poorly defined group. In some instances 
the author shows a preference for proprietary rather 
than nonproprietary names for drugs. The text ap- 
pears to be carefully edited and reasonably free 
from typographic error. Physicians as well as medi- 
cal students who desire to have a convenient refer- 
ence to current therapy of nervous disorders should 
find this book useful and interesting. 
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QUERIES AND MINOR NOTES 


PROPHYLAXIS AGAINST TICK BITES 

To THE Eprror:—Information is requested concerning 
prophylactic and therapeutic measures for persons 
living in areas where ticks are abundant. What are 
the best means of protection when one is out-of- 
doors in a tick-infested area? Are there effective 
nonodorous preparations available for prophylactic 
application to the skin? What is the best means of 
removing a partially imbedded tick from the skin, 
and what treatment is advisable after removal of the 
tick? Would use of a spray be feasible in eliminat- 
ing ticks from the area? Are horses and dogs subject 
to injury or disease from tick infestation? Are there 
individual variations in human susceptibility to at- 


tack by ticks? M.D., Arkansas. 


Answer.—Ticks do not attach to the skin immedi- 
ately after contact is made. They usually wander 
around for an hour or more hunting for a suitable 
place to feed, where they will not be disturbed for 
several days. In addition, there is a delay of a few 
hours after the tick attaches before it can transmit the 
rickettsiae, A combination of the time consumed while 
the tick is searching for a feeding site and the delay 
before the tick will transmit the infection may amount 
to six or more hours. From this it is apparent that one 
of the best methods to prevent infestation by ticks is 
a thorough examination of the naked body immedi- 
ately after coming in from the field—between the 
thighs, the anal region, the armpits, the scalp, and 
particularly behind the ears and the back of the 
neck. If a belt has been worn while in the field, 
ticks in their travel upward may be stopped by the 
belt and attach along the belt line. Protective cloth- 
ing also may be worn. Trousers tied around the 
ankles, high boots, and long sleeves taped around 
the wrists are suggested. However, even though pro- 
tective clothing is worn, careful examination of the 
body after leaving a tick-infested area should not 
be eliminated. 

No effective nonodorous prophylactic preparations 
have been developed for application to the skin. A 
partially imbedded tick can be removed by carefully 
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using tweezers, if available. Otherwise, a piece of 
paper may be used to grasp the tick by the head, 
close to the skin, and to pull it loose. The tick should 
be burned or dropped in some solution, such as 
kerosene, gasoline, alcohol, or turpentine. It is ad- 
visable to apply iodine to the site of the tick bite. 
After ticks have been removed, the hands should 
be washed thoroughly with soap and water. No 
spray has proved to be an effective tick-eradication 
agent. Dogs have been known to be susceptible to 
Rocky Mountain spotted fever; horses have not been 
shown to be hosts for this rickettsial disease which 
is transmitted to man by ticks. It is quite possible 
that there are variations in the attractiveness of in- 
dividuals to ticks. 


“STRING TEST” FOR PEPTIC ULCER 
To tHe Eprror:—What is the opinion of the “string 
test” as an adjunct to x-ray examination in the diag- 
nosis of peptic ulcers? 
E. R. Marshall, M.D., Munich, Germany. 


AnsWER.—This consultant knows of the “string test” 
only by reputation and is of the opinion that it 
is not deserving of much consideration and certain- 
ly is not an adequate substitute for the direct radio- 
logic demonstration of the crater in gastric or duo- 
denal ulcer. 


DANGER FROM USING RAIN WATER 


To THE Eprror:—For years a patient has been collect- 
ing rain water off her roof with which to preserve 
cucumbers. Recently she had asbestos shingles put 
on the roof. Is there any danger involved from the 
dyes and the asbestos in these shingles in continuing 
this practice? 

August ]. S§. Watzlavick, M.D., Schulenburg, Texas. 


Answer.—lf the patient's home is located in prox- 
imity to large orchards or gardens extensively treated 
with pesticidal sprays, chemicals which settled on 
the roof might prove more significant than the asbestos 
shingles. The asbestos in this roofing material is un- 
important as to injury. Ordinarily the pebble material 
entering the product is dyed. Some colors, such as 
greens and yellows, may require the use of lead 
chromate which could prove harmful, although such 
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chromates are little soluble. Tar products enter 
into the manufacture of asbestos shingles and 
could impart an unwanted taste to drinking or 
preserving water. This may be detected immedi- 
ately, but undesired taste may exist without any 
injurious properties. The local department of health 
should be consulted as to the desirability and 
availability of quantitative tests for lead compounds 
and particularly if the color of the roofing is any 
shade of green or yellow. 


SWIMMING CRAMPS AFTER EATING 
To THE Eprror:—Does swimming after eating give 
cramps? 
M. G. Radewan, M.D., Wenatchee, Wash. 


Answer.—No relation between the time of the 
most recent meal and the frequency of cramps in 
swimmers was found in the study by Lanoue ( Res. 
Quart. 21:153, 1950). Students in a required swim- 
ming course were observed for a total of 30,000 
man-hours in the water, and painful, involuntary 
contractions of voluntary muscles were observed 
63 times. The muscles of the calf were involved in 
31 subjects; those of the abdominal wall were never 
involved in this series. The largest number of 
cramps, 16, occurred in the 3 p. m. class, as com- 
pared with 14 in the 9 a. m. and 11 in the 1 p. m. 
classes. No change in eating habits was advised, 
except in connection with such events as the 300- 
vard swim for time. In such events much nausea 
was avoided if swimmers skipped the preceding 
meal, regardless of the time. Since meals vary in 
size and since it is impossible to predict how much 
stress a swimmer is going to subject himself to, it is 
still good policy not to swim after a heavy meal and 
to schedule swimming events, especially if they are 
likely to involve competition or special stress, with 
due regard to usual mealtimes. 


TREATMENT OF GIARDIA LAMBLIA 
INFECTION 


To tHE Eprror:—May I again comment on the in- 
correct dosage of Acranil given by your consultant 
for the treatment of Giardia lamblia infection 
in the Queries and Minor Notes section of Tue 
JourNaAL for June 29, 1957, page 1041, and my 
comment concerning this query in THe JOURNAL 
for Aug. 24, 1957, page 1998. The reference given 
by the consultant in support of the dosage regi- 
men he proposed is in error of a decimal point 
(the text states 0.5 Gm. whereas it should be 0.05 
Gm.). Such errors frequently creep into medical 
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books and are often carried from one edition to 
the next (Craig and Faust: Clinical Parasitology, 
ed. 5, Philadelphia, Lea & Febiger, 1951, p. 147). 
De Muro and Grott (referred to in the Craig and 
Faust text) have reported that “Acranil, a hydro- 
chlorate of an acridine compound, is even more 
efficient than Atabrine and is nontoxic.” In their 
original papers (de Muro: Successful Treatment of 
Giardiasis in Man with Acranil, Acta med. scan- 
dinav. 102:17, 1939; Grott: Ueber eine wirksame 
Behandlung der Lambliase mit Acranil, einer 
neuen Akridin-Verbindung, Miinchen, med. 
Wehnschr. 86:373, 1939) the Acranil tablet con- 
tained 0.05 Gm. Manson’s “Tropical Diseases” (ed. 
14, Baltimore, Williams & Wilkins Company, 1954, 
p. 540) also misquoted the dosages or used Craig 
and Faust as the authority instead of the original 
articles, (The paragraph referring to Acranil has 
been omitted from the sixth edition [1957] of 
“Clinical Parasitology” by Craig and Faust.) An 
additional source of evidence in regard to the 
proper dosage of Acranil in the treatment of gi- 
ardiasis is the promotional literature published by 
the inventors and manufacturers of the drug, 
namely, “Bayer,” of Leverkusen, Germany, en- 
titled “Acranil: A Specific Remedy in the Treat- 
ment of Lamblia Intestinalis.” 

D. A. Berberian, M.D. 

Sterling-Winthrop Research Institute 

Rensselaer, N. Y. 


TREATMENT OF ALLERGIC REACTIONS TO 
PROCAINE 
To tHe Eprror:—The consultant's answer to the 
query regarding the treatment of allergic reactions 
to procaine in THe JouRNAL for Sept. 7, 1957, page 
111, assumes that the questioner is referring to 
strictly immunological reactions mediated by anti- 
gen-antibody union. Such reactions, except for 
contact-type dermatitis, are indeed rare, and cases 
reported in the literature have been questioned. 
There are, however, fairly common reactions to 
the injection of procaine, sometimes classified 
under the loosely defined term “allergic” but more 
often referred to as “shock” for want of a better 
term. Symptoms of this type of reaction vary from 
mild apprehension, pallor, and tachycardia to the 
more serious marked fall in blood pressure, syn- 
cope, and even death. The best treatment of this 
type of reaction is adequate doses of barbiturates. 
Norman Shure, M.D. 
6360 Wilshire Blvd. 
Los Angeles 48. 
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